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; On November 16. the fifth annual campaign to 
Diabetes discover unrecognized diabetes will be launched. 


Detection W eck iad slogan en for the 1952 drive is: Check 
Diabetes—Be Tested. 


November 16-22, 1952 Publicity. urine testing. educational lectures. 
and the like will bring to light unsuspected 
latent and active cases of diabetes. Delinquent 
patients will be encouraged again to co-operate. 
Diabeties and the public alike will learn more 

~ about diabetes detection and control. The 
American Diabetes Association and co-operat- 
ing physicians can be justifiably proud of this 


constructive contribution to the nation’s health. 
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New aureomycin minimal From among all antibiotics, 


dosage for adults—four 250 mg. 


Ophthalmologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 


THE READING ROOM, 


CHICAGO PUBLIC LiBnaRY 


Aureomycin penetrates the ocular tissues 
and fluids, after passing the blood-aqueous 
barrier. 

Aureomycin in 0.5°% solution is well 
tolerated by the conjunctiva. 

Aureomycin may be used locally in 
appropriate solution: or by mouth: or, in 
emergency, intravenously; or by a com- 
bined approach, depending upon the seri- 
ousness of the infection. 

Aureomycin has proved of value in a 
number of ocular infections in which other 
remedies have failed. 

Aureomycin has been reported to be 
effective against susceptible organisms in 
the following conditions commonly seen 
by ophthalmologists: 

Blepharitis 

Conjunctivitis 
Dendritic Keratitis 
Epidemic Keratoconjunctivitis 
Episcleritis 
Periorbital Infection 
Acute Trachoma 
Uveitis 


Throughout the world, as in the 
United States, aureomycin is recognized 
as a broad-spectrum antibiotic of 
established effectiveness. 

Capsules: 50 mg.—Bottles of 25 and 100. 
250 mg.-—Bottles of 16 and 100. 


Ophthalmic: Vials of 25 mg. with dropper: solution pre- 
pared by adding 5 ce. of distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


30 Rockefeller Phas, News York 30, New York 
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ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Koute 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
ea Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medica! Director 


PHYSICIAN’S DAILY RECORD and DR. COLWELL DAILY LOG 


For 1953 


THE PHYSICIAN’S DAILY RECORD is an 
efficiently planned financial record and day- 
book for the modern medical office. 

It summarizes expenses and income, day by 
day and month by month, providing at the end 
of the year a complete picture of the annual 
business. 

When filed away, your “Daily Record” be- 
comes a permanent record of past business— 
a record which may be quickly referred to at 
any time in the future. 

You will especially like the new SEWN 
binding. It provides a flat opening feature 
which you will appreciate every time you use 
the book. 

Why not use the “Physician’s Daily Record” 
in the coming year? 

(1 PHYSICIAN’S DAILY RECORD, 
single, $7.50 

(0 PHYSICIAN’S DAILY RECORD, 
double, $15.00 


CO) DR. COLWELL DAILY LOG, single, $7.25 


Check, tear out and mail O DR. COLWELL DAILY LOG, double, $12.50 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street 


Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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MOST NORTH CAROLINA DOCTORS 


VOTE 


THE STRAIGHT 


HEALTH SERVICE 
TICKET 


OFFICIAL BALLOT 


FOR SERVICE TO NORTH CAROLINA’S 
DOCTORS 


Hospital Saving Association 


FOR SERVICE TO 450,000 TAR HEEL 
MEMBERS 


XK] Hospital Saving Association 


FOR THE FINEST MEDICAL, SURGICAL & 
HOSPITAL BENEFITS 


ly] Hospital Saving Association 


P.S. NORTH CAROLINA’S ELECTORATE HAS AL- 
READY ASSURED THE SUCCESS OF THE GREAT 


NEW DOCTORS PROGRAM, 
THE MEDICAL SOCIETY'S OWN 
MEDICAL-SURGICAL-HOSPITAL 
PROGRAM 


| HOSPITAL SAVING ASSOCIATION 
Blue Cross-Blue Shield Health Service 
CHAPEL HILL, N. C. 


(THIS ANNOUNCEMENT WAS PAID FOR BY FRIENDS OF HOSPITAL SAVING ASSOCIATION.) 
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Announcing 


A new film in full color 


Special Problems in the Management 


of 


PEPTIC ULCER e 
by 
Department of Gastroenterology 
of the Lahey Clinic 


A Unit of the Wyeth Peptic Ulcer Service 


Among the topics developed are: esophageal @ FILMS 
ulcer; gastric ulcer, benign and malignant; @ LITERATURE 
postbulbar ulcer and subtotal gastrectomy for @ MEDICATION 


intractable ulcer in the descending portion of the 
duodenum; pyloric obstruction: hemorrhage; 
postoperative jejunal or anastomotic ulcer. 16 
mm., color with sound, 30 minutes. To obtain 
this film for group showing, write to: 


FILM LIBRARY 
WYETH INCORPORATED 
lyeth 
1401 Walnut Street 
® 


Philadelphia 2, Pa. 


WYETH PEPTIC ULCER MEDICATION 


Amphojel®, N.N.R. (Aluminum Hydroxide Gel, Alu- 
! mina Gel)—For the medical management of gastric and 
duodenal ulcer; or for the control of symptomatic 
gastric hyperacidity. 
Amphojel without Flavor, N.N.R. 
Amphojel Tablets N.N.R. (Dried Aluminum Hydrox- 
ide Gel, Hydrated Alumina Tablets, 0.3 Gm. {5 grains): 
0.6 Gm. (10 grains). 
Phosphaljel®, N.N.R. (Aluminum Phosphate Gel)— 
for marginal*ulcer. 
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for TOLERATION 
EFFECTIVENESS 


PURITY 


POTENCY 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC.,. BROOKLYN 6, N. ¥. 


world’s largest producer of antibiotics 


] APPEARING REGULARLY IN THE J. A.M. A, 
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Tablets of 32 mg. (% grain), 0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


WINTHROP-STEARNS INC., New York 18,N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephobarbital 


Mey 
| 
| RELAXED... Gs 
In the many cases whj<h require sedation without excessive hypnosis, rest 
Mebaral is of outstariding merit. Bae? 
With its relatively/wide margin between sedative and hypnotic dosage, ee 
Mebaral may bé employed in those conditions in which relief from ey 
anxiety, deppéssion or agitation is desired during the waking hours. ek 
INDICATIONS: 
Mebaral affords alleviation of tension in the hyperthyroid 
r h¥pertensive patient, relaxation in neuroses and mild psychoses, Ske 
aAalming influence in the high-strung menopausal patient. It is ‘Macs 
also a reliable anticonvulsant in epilepsy. ee 
® 
TASTELESS TABLETS 
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WHEN DRUG THERAPY 


The administration of many drugs can sharply 
increase the patient’s requirements for vari- 
ous essential nutrients. The presence and 
action of certain drugs in the organism may 
alter normal utilization of nutrients to pur- 
poses of detoxication of these drugs. 

In some instances, drugs may impair ab- 
sorption of nutrients, increase their destruc- 
tion within the digestive tract, interfere with 
their metabolism, or hasten their elimination. 
With prolonged administration, therefore, 
unless the intake of various nutrients is in- 
creased, deficiency states may be precipitated. 

The dietary supplement Ovaltine in milk 
can significantly increase the nutrient intake 


of the patient when therapy makes this adjust- 
ment necessary. As shown by the table below, 
it provides substantial amounts of all nutri- 
ents known to be essential. Its excellent 
quality protein furnishes an abundance of 
all the indispensable amino acids. 

Because of its delicious flavor, Ovaltine 
in milk is universally enjoyed by patients. 
It is easily digested, bland, and its nutrients 
are quickly available for utilization. The two 
varieties of Ovaltine, plain and chocolate 
flavored, both similar in high nutrient con- 
tent, allow choice according to flavor pref- 
erence. Children particularly like Chocolate 
Flavored Ovaltine. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Coaltine | 


MINERALS 
MAGNESIUM 
MANGANESE ... 
*PHOSPHORUS.... 
POTASSIUM. 
SODIUM 
ZINC 


120 mg. 
0.4 mg. 
940 mg. 
1300 mg. 
560 mg. 
2.6 mg. 


*CALCIUM.... 
CHLORINE 
COBALT 
*COPPER 
FLUORINE. . 


> 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following Amounts of Nutrients 
(Each serving made of 4 02. of Ovaltine and 8 fl. oz. of whole milk) 


VITAMINS 

37 mg. PYRIDOXINE 
0.03 mg. *RIBOFLAVIN 
200 mg. *THIAMINE..... 
0.05 mg. *VITAMIN A 
6.7 mg. VITAMIN Bir 
3.0 mg. *VITAMIN D 


*ASCORBIC ACID 
BIOTIN 
CHOLINE 

FOLIC ACID 
*NIACIN.. 


PANTOTHENIC ACID 420 1.U. 


*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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0.004 1.2 mg. | 
0, 3200 I.U. 
1 
*PROTEIN complete)........ 32 Gm. 
oe *FAT.. 30 Gm. 3 


ACETATE 


therapy 


The name Schering has come to stand for pioneering 
research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 
write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 
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You'll get a lot more out of the 


all-new 
Inductotherm 


Now you can give your patients the 
desired quality and intensity for the 
full range of diathermy treatments. 
New GE Model F Inductotherm 
combines all the latest advances in 
induction heating therapy. 

As shown in the pictures below, 
this handsome, trouble-free unit pro- 
vides for a wide range of diathermy 
technics, Output has been raised to 
200 watts — for most efficient 
utilization of induction heating 
methods. Unit is crystal controlled 
for absolute adherence to FCC-ap- 
proved frequency. 

Demand for the Model F is al- 
ready great. To insure getting one 
of these great new Inductotherm 
units soon, call your GE x-ray 
representative right away. For illus- 
trated literature, write 


GENERAL @@ ELECTRIC 


Fully adjustable contour Optional is the 12 ft. treat. Also available: fully ad- ene facilities, integral ‘fy 
following electrode is part = ment cable. Note how justable air-spaced con- _ part of unit, for all medi- 
of the basic unit. electrodes attach in rear. densor type electrode. um and light technics, 


Direct Fact Branch: WINSTON- SALEM. 
ect Factory Branc 1314 S i 
‘i CHARLOTTE — 210 S. Church Street WILSON — A. L. Harvey, 1118 Ww. Vance ino sor 
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; PROVED in three years’ clin 


ACETATE 
_ (CORTISONE ACETATE, MERCK) 


2 


systemically, reduced rheumatoid arthritis symptoms _ 
_ in all of 100 patients treated. , 
‘Daily maintenance doses of 50 mg. or less, orally, — 


Typical experience: 


Administration of CORTONE, 


were adequate in 53 per cent of cases. A 


| Ward, E., Slocumb, C. H., Polley, H. F., Lowman, E. W., and Hench, P. S., 
Proc. Staff Meet. Mayo Clin. 26: 361, Sept. 26, 1951. 


~ 


CORTONE is the registered. 
trade-mark of Merck & Co., Inc. ° 


for its brand of cortisone. 


ical use Ae. 
: 
q = 
{ 
4 4 aa 4 
| 4 4 
| 
E RC K & Cco., IN 
i 
4 ; 
‘ 


ADVERTISEMENTS October, 1952 


“~ceu,¢,i8 fortified by SYNTHETIC Vitamins ONLY 


The vitamin content of Baker’s Modified Milk is fortified by 
the addition of sufficient pure synthetic vitamins (except 
vitamin C) to meet the Recommended Daily Allowances of 
the Food and Nutrition Board of the National Research Council. 


Vitamin A is added in the form of vitamin A palmitate and 
vitamin D in the form of vitamin D3. 


Thus Baker’s contains neither fish liver oil nor fish liver oil 
concentrate. Therefore, Baker’s Modified Milk may be safely 
used in the feeding of those infants thought to be unable to 
tolerate fish liver oils. 


Added thiamine and niacin are provided as thiamine hydro- 
chloride and niacinamide, thereby avoiding the digestive dis- 
turbances sometimes associated with the use of wheat germ 
or yeast extracts. Adequate riboflavin is supplied by the 
milk itself. 

Since Baker’s contains no vitamin C, an auxiliary source of 
vitamin C should be prescribed by the physician. 


Baker’s is ethically promoted and ethically distributed. 
* * * * * 


Baker’s Modified Milk is made from Grade A Milk, (U.S. Public 
Health Service Milk Code) which has been modified by replacement 
of the milk fat with animal and vegetable fats and by the addition 
of carbohydrates, vitamins and iron. 


VITAMIN CONTENT PER QUART OF NORMAL DILUTION: 
Vitamin A 2500 U.S.P. Units 
Vitamin D 800 U.S.P. Units 
Vitamin C None 
Thiamine 0.6 Milligrams 
Niacin. . 5.0 Milligrams 
Riboflavin 1.0 Milligrams 


he the Botti 

Sar. an Provides vitamins A and D, also thiamine, niacin, riboflavin, caleium 
and iron above the minimum daily requirements in the amounts of 
milk customarily taken by infants. A source of vitamin C should be 


prescribed by the physician. 


BAKER’S MODIFIED MILK 
THE BAKER LABORATORIES INC. NUTRITION Ze 


Main Office: Cleveland, Ohio Division Offices: Atlanta, Dallas, Denver, 
Plant: East Troy, Wisconsin Greensboro. N. C., Los Angeles, San Francisco, Seattle 
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A Modern Hospital 


for the 
Treatment ot Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 


and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No: 11 -- 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the While Cross Hormones Vitamin Treatment Copyright 1952, HN. Alford, Atlanta, Ga: 
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You may be certain that he will insist on a good solid 
foundation for his new house, consistent with his having built 
a successful medical practice on sound principles of integrity 
_ and dependability. These are the qualitics he looks for in 
others. He has found them to be characteristic of those 
whose products he chooses to prescribe. Just such a company 


... the hematinic which comes from antibiotic production 


Since the antianemia effect of liver was discovered twenty-six years ago, true perni- 
cious anemia has ceased to be a necessarily fatal disease; pharmaceutical re- 

finements have made liver therapy increasingly acceptable; knowledge of the constituents 
of liver and the nature of anemias has increased. These developments have been 


helped substantially by teamwork between the Lilly Laboratories and other investigators. 


It is now known that several chemically dissimilar substances in liver are effective in 
macrocytic anemias. For example, vitamin By2, which is also derived as a by- 
product of Lilly streptomycin production, is usually effective in pernicious anemia. It is 
ineffective, however, in certain other macrocytic anemias in which folic acid, another 
natural constituent of liver, is indicated. From investigations such as are continuing in 
the Lilly Laboratories, it now appears that there are still other unisolated substances in 
liver which are potent agents capable of producing blood regeneration. Until all 

of these are identified and their relationships more clearly defined, the use of liver 


extract in macrocytic anemias will continue as sound therapy. 


« lly ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U. 
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The advent of roentgen ray examination of 
the stomach by means of a contrast meal has 
increased the accuracy of diagnosis of gas- 
tric and duodenal lesions to such an extent 
that gastric analysis, one of the important di- 
agnostic tools of a generation ago, has lost 
much of its value. As an aid in the under- 
standing and interpretation of upper gastro- 
intestinal disease this procedure still has 
much to offer. The purpose of this discussion 
is to demonstrate some of the usefulness of 
the study of stomach secretions. In so doing 
we can well afford to consider briefly the 
cells that give rise to such secretions and 
their method of function, for it is only by 
studying the normal that we can appraise 
properly the abnormal. 


The Gastric Mucosa 

The surface epithelium of the stomach is 
made up of fairly large longitudinal cells, 
the innermost part of the cytoplasm contain- 
ing numerous droplets of mucus. This is a 
peculiar mucus in the sense that it is not pre- 
cipitated by acetic acid. In the normal state, 
it does not collect in the cytoplasm, produc- 
ing the characteristic goblet shape so com- 
monly seen in those cells forming the surface 
layer of the intestinal mucous membrane. 
Also lacking is the siriated border which is 
as commonly seen in the cells of the intestinal 
mucosa. This gastric mucus acts both physi- 
cally and chemically to protect the mucosa 
of the stomach from injury. It forms a coat- 


Read before the First General Session, — anita of 
the State of North Carolina, Pinehurst, May 6, 

From the Departments of Surgery, State facture of lowa 
College of Medicine and the University of North Carolina 
School of Medicine, Chapel Hill. 


ing over the surface epithelium and serves 
to protect the stomach in the empty state 
from the corrosive action of high acid-pepsin 
mixtures, It is slimy and tenacious, and tends 
to enmesh bacteria as well as serve as a lu- 
bricant for food. 

The ability of this mucus to buffer hydro- 
chloric acid has been the subject of numerous 
papers, and there has been a considerable 
amount of discrepancy between the various 
reports. A recent publication by Glass and 
his associates") has served to clarify the prob- 
lem considerably. Visible mucus from the 
surface epithelium was studied, as well as 
dissolved mucoproteose from mucus break- 
down and dissolved mucoprotein from the 
neck cells. When these various forms of mu- 
cus were subjected to dialysis, it was found 
that most of those substances responsible for 
the alkalinity of the mucus and its power to 
buffer the hydrochloric acid secreted by the 
stomach could be dialyzed, and were there- 
fore probably mineral bases bound loosely to 
the protein. Nevertheless, mucous substances 
dissolved in the gastric juice apparently did 
participate to some extent in the buffering 
of the gastric acid exclusive of their electro- 
lyte, amino acid, peptide, and other dialyz- 
able contents, this ability being almost in in- 
verse proportion to the acid activity of the 
gastric mucosa. By and large, the total buf- 
fering capacity of the mucous substances dis- 
solved in gastric juice ranged from a little 
over 1 per cent to a maximum of slightly over 
10 per cent of the free hydrochloric acid 
present. 
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Cellular Structure of the Gastric Glands 

Where one views the stomach mucosa un- 
der low magnification, a huge number of 
small gastric pits are apparent. Opening into 
each of these pits are several of the so-called 
gastric glands. Each gland is a small tubule 
unit from 30 to 50 microns in length, posses- 
sing an extremely narrow lumen and end- 
ing blindly. This blind end is usually coiled 
and sometimes divides into two or three 
branches. We are concerned with four types 
of cells seen in these gastric glands: (1) the 
mucous neck cell, (2) the chief, or zymogenic 
cell; (3) the parietal, oxyntic or acid-se- 
creting cell; and (4) the argentaffin cell of 
Heidenhain. 


Mucous neck cells 

The mucous neck cells are found in the neck 
of the gland as the cells approach the wall of 
the origin of the pit. In the well differentiated 
mucous neck cell, mitotic figures are never 
observed. However, as one approaches the 
bottom of the foveola, one encounters a grad- 
ual lack of differentiation in the epithelium, 
and it is possible that the neck cells arise 
from these latter areas. These cells differ 
from those of the surface epithelium as well 
as from the zymogenic and parietal cells, 
although there is a morphologic relationship 
with the latter when stained only with nu- 
clear dyes. When these cells are stained with 
mucicarmine or mucihematin, however, one 
notes in the cytoplasm many brilliantly 
stained granules, while there is no staining 
of the granules in the zymogen-producing 
cells. This staining reaction is specific and 
would suggest that there are mucus-secret- 
ing elements in the cytoplasm of these neck 
cells. 

The mucus secreted by the neck cells is of 
a different kind, however, from that seen in 
the gastric surface epithelium or coming 
from the mucous gland elsewhere in the body. 
This soluble mucin or glandular mucoprotein, 
as it has been more recently called, has been 
the subject of considerable recent investiga- 
tion by Glass and his associates’). They have 
produced evidence that it probably rep- 
resents the intrinsic gastric factor concerned 
in forming the hematopoietic principle, and 
is probably concerned in some way with the 
absorption of vitamin B'*. The secretion of 
this material by the stomach cells is ap- 
parently under the control of the vagus 
nerves. They noted that after successful va- 
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gotomy the secretion of mucoprotein is de- 
pressed completely, and the normal response 
of increase in production as a result of in- 
sulin hypoglycemia is lost. It must be re- 
called, however, that patients who have been 
subjected to section of both vagus nerves 
have been observed for many years following 
the operation without any evident tendency 
toward the development of macrocytic ane- 
mia. If, therefore, the neck cells are respon- 
sible for the secretion of the intrinsic prin- 
ciple, this function must also reside in other 
areas in the intestinal tract not under vagal 
control. 


Zymogenic cells 

The chief cells, forthe most part situated 
in the distal half of the gland, are arranged 
in a simple layer on a basement membrane 
and secrete directly into the lumen of the 
gland. Just before they discharge their secre- 
tion one may identify numerous small gran- 
ules in the cytoplasm near the lumen. These 
cells degenerate very rapidly unless the 
stomach contains no acid. Since the days of 
Heidenhain in 1870 all experimentation has 
served to indicate that these cells secrete pep- 
sin and that the above mentioned granules 
are pepsinogen, a precursor of the enzyme. 
Whether or not they also secrete rennin has 
never been firmly established. Mitotic divi- 
sion is never observed in these cells, and it is 
still not understood exactly whether they are 
able to undergo division or whether they re- 
new themselves by differentiation from the 
mucous neck cells. In all probability the lat- 
ter is true. 


Parietal cells 

Situated between the zymogenic or chief 
cells, but much more numerous in the region 
of the neck of the gland, is a spherical but 
sometimes triangular type of cell, often oc- 
cupying even a peripheral position between 
the chief cells and the basement membrane. 
These are called parietal cells, and may be 
easily distinguished because their cytoplasm 
stains brilliantly with any of the acid ani- 
line dyes such as eosiy. The cytoplasm is 
marked by a characteristic series of canals 
forming a loose network between the cell sur- 
face and the nucleus. These cells communi- 
cate with the main lumen of the gland 
through small interstices between the chief 
cells. It is through these canals that the se- 
cretion of the parietal cells enters the lumen. 
Here again one rarely encounters a mitotic 
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figure, and again it is possible that these cells 
derive from the relatively indifferent mucous 
neck cells. 


The Secretion of Hydrochloric Acid 


It seems to be a generally accepted fact 
that the function of the parietal cell is the 
secretion of hydrochloric acid, but the method 


in which this secretion occurs is still a source * 


of great controversy. This phase of the sub- 
ject has been considered in detail by Bab- 
kin’), 

Site of formation 

At present there are two antagonistic 
points of view concerning the site of forma- 
tion of hydrochloric acid by the parietal 
cells. One group of investigators feels that 
the acid is formed as a precursor within the 
cytoplasm and converted into acid in the lu- 
men of the gland, while an opposing group is 
of the opinion that the actual hydrochloric 
acid is formed within the cytoplasm. The pre- 
vailing data on which both of these views are 
based are subject to criticism. Yet, since the 
subject is of fundamental clinical importance, 
it might be considered briefly here. 

Claude Bernard is supposed to have dem- 
onstrated that the acid is formed on the sur- 
face and not in the gland by the use of a mix- 
ture of ferric lactate and potassium ferrocy- 
anide, which on addition of acid precipitates 
Prussian blue. The use of this indicator when 
injected intravenously has been questioned 
by Harvey and Bensley. The subsequent work 
of Chambers, who injected neutral red di- 
rectly into the parietal cell by the use of 
micro-dissection methods, and that of Hoerr 
and Bensley, who used the Altmann-Gersh 
freezing-drying method, indicates that the 
parietal cells have an alkaline reaction, while 
the crypts of the glands have an acid reac- 
tion. 


Mode of secretion 

The biochemical pathway through which 
the hydrochloric acid is secreted is likewise 
subject to considerable discussion. We have 
hardly progressed beyond the level of theo- 
rizing. There are, however, several experi- 
mental observations that must be reckoned 
with. Davenport” has demonstrated that 
there are large amounts of carbonic anhy- 
drase in the gastric mucosa of cats, rats, 
and rabbits. In a very careful study he has 
further demonstrated that this carbonic an- 
hydrase is present in the parietal cells of the 
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gastric mucosa of cats and rats and is absent 
in the chief cells. In cats the concentration is 
five to six times higher than that in red blood 
cells, while in rats it is somewhat lower. 
Malmstrom and Glick”) have recently added 
corroborative observations. By the use of a 
special technique these authors have des- 
cribed a quantitative histochemical method 
for the determination of zinc, which in 
this study is applied to the quantitative dis- 
tribution of zinc with respect to different 
types of mucosal cells in the dog’s stomach. 
It was found that the highest zine concen- 
trations per unit of reduced weight were 
found in the epithelial and parietal cell re- 
gions. The distribution of zinc corresponded 
to the distribution of carbonic anhydrase, 
and it is of interest to recall the work of 
Keilin and Mann demonstrating that approx- 
imately 0.33 per cent of this enzyme is com- 
posed of zinc. It is highly possible, therefore, 
that the concentration of hydrogen ion in hy- 
drochloric acid formation may be a function 
of carbonic anhydrase. It is also interesting 
to note that by means of histochemical 
studies in the actively secreting stomach, 
chloride is found to be concentrated in the 
connective tissue and submucous tissue and to 
a lesser extent in the subepithelial layers. 


Variations in Gastric Secretion 
In all probability the secretion of gastric 
acid in the human being is greater at some 
periods than at others. From the work of 
Hollander“ it is apparent that the acid nor- 


‘mally secreted by the parietal cells in the 


body is almost pure hydrochloric acid that 
is slightly hypertonic and has a pH around 
0.87 with a titratable acidity of 0.17 N. A 
portion of this hydrochloric acid is very 
quickly combined with other substances in 
the gastric juice, which also contains sig- 
nificant amounts of sodium, potassium, bi- 
carbonate, and phosphate. The volume of gas- 
tric juice secreted by the normal stomach in 
a period of 24 hours is variable indeed, not 
only in different individuals but in the same 
individual, and amounts varying from 1 to 
3 liters are not unusual. The different 
components making up the total of gastric 
secretion likewise do not always maintain the 
same relationships, and their concentrations 
will often vary not only from day to day but 
from hour to hour. 

It is well for us to remember that the en- 
tire mucous membrane of the stomach is not 
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identical. While the glands of the fundus and 

body of the stomach seem to be concerned 
chiefly with the formation of pepsin and hy- 
drochloric acid, this is not true of the small 
group of glands noted around the cardia and 
the much larger area around the pylorus. 
In man the former group is more or less in- 
significant, but in the region of the pylorus 
there is an area measuring from 414 to 514 
cm. on the lesser curvature side and approxi- 
mately 4 cm. on the greater curvature side 
that is composed of glands of a peculiar na- 
ture. The cells of these pyloric glands pro- 
duce mucus of a type that resembles in all of 
its staining characteristics that seen in the 
neck cells of the fundic glands. While occa- 
sional parietal cells may be encountered in 
the pvloric glands, they are of no functional 
significance. Interestingly enough, this py- 
lorie juice is alkaline, and in all probability 
its secretion plays no important role in the 
digestion of proteins. It probably has several 
functions, one being the production of the 
hormone gastrin, which has the property of 
stimulating the outpouring of acid gastric 
juice. 

In almost any lesion that involves the 
stomach, as well as with increasing age, there 
is a tendency toward replacement of the 
chief and parietal cells by mucus-secreting 
cells. This is not a diffuse process, but con- 
sists rather of a histologic regression of the 
lower boundary of the body of the stomach, 
or that area occupied by the body glands. 
This type of atrophy is commonly seen be- 
yond the age of 50, and indeed may be car- 
ried to such an extent that a considerable 
group of apparently normal individuals be- 
yond the age of 60 have no titratable free 
hydrochloric acid in the stomach. 


Stimulation of Gastric Secretion 

Although the anatomic site of the forma- 
tion of acid and the bio-chemical pathway by 
which it is formed are not known, those fac- 
tors that stimulate the production of hydro- 
chloric acid in the stomach are fairly well 
understood. There are two routes by which 
the gastric glands may be stimulated; the 
nervous, which is by way of the parasympa- 
thetic system, and the humoral, which is by 
way of a chemical mediation through the 
blood stream. The volume and acidity of the 
gastric juice secreted by a stomach contain- 
ing no food bears a direct relationship to the 
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repetitiveness and the intensity of vagal 
stimulation, whereas the amount of gastric 
juice produced by the humoral method under 
normal circumstances will depend upon the 
amount and nature of the food taken in the 
stomach. The vast majority of the humoral 
stimulation obtains from the apparent for- 
mation of a substance by the mucosa of the 
antrum, particularly near its duodenal bor- 
der, which has been called gastrin. Perhaps 
a similar humoral mechanism is present in 
the intestinal tract, but this plays a relatively 
unimportant role in the secretion of gasiric 
acid. 


The parasympathetic mechanism 


Since the nervous impulses producing a 
stimulation of gasiric secretion are medi- 
cated through the vagus nerves, it was only 
logical to assume that this was the result of 
the action of acetylcholine produced at the 
nerve ending and affeciing the gastric epi- 
thelium.For many years it was impossible to 
demonstrate effectively that acetylcholine 
when injected intravenously would have such 
an action. However, as a result of the recent 
studies by several groups of workers, and in 
particular Gray and Ivy’, Nacheles, Mocel, 
Kosse and Neuwelt'*), and Stavraky™’, it has 
become fairly well established that a large 
subcutaneous dose of acetylcholine will pro- 
duce a marked increase in secretion by the 
stomach. It is now apparent that previous 
experiments were unsatisfactory mainly be- 
cause too small a dose of acetylcholine was 
used. However, a copious secretion of gas- 
tric juice can be obtained by administering 
a small dose of acetylcholine if prostigmine, 
which delays the destruction of acetylcholine, 
is given at the same time. Acetylbetamethy]- 
choline (Mecholyl) is many times more po- 
tent than acetylcholine when each is used 
separately. Babkin™) has postulated that ace- 
tylcholine functions by stimulating directly 
the mucous cells and the chief cells, but acts 
indirectly on the parietal cells by first lib- 
erating histamine within them. 

When the stomach is stimulated through 
its cholinergic mechanism, whether through 
the direct injection of acetylcholine or by 
stimulation of the vagus nerves or by the 
production of insulin hypoglycemia, the type 
of secretion obtained is such as to suggest 
that all elements of the gastric mucosa par- 
ticipate. The volume of secretion is large. 
There is a high content of both free and 
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combined acid. There is a high total chlo- 
ride content, and the material is both rich 
in mucus and high in peptic digestive power. 


The humoral mechanism 

Gastric secretion as a result of stimulation 
by way of the humoral mechanism seems to 
be almost completely related to stimulation of 
the parietal cells, and the result is the pro- 
duction of both acid and fluid. This can be 
observed when histamine is injected intra- 
muscularly. Again, this seems to be the ac- 
tion of weak solutions of alcohol in the 
stomach. As a result it has been suggested 
that the action of alcohol in the production of 
free hydrochloric acid in the stomach is one 
of liberating histamine in the gastric mu- 
cosa'!®), 

Perhaps the most effective of the humoral 
mechanisms is that of gastrin. Since its first 
description by Edkins''"’ there has been much 
discussion at times even as to its actual exis- 
tence, and frequenily as to its composition. 
It can be fairly authoritatively stated now 
that it is possible to extract a substance from 
the mucosa of the pylorus which conforms to 
none of the crysialoid components of the gas- 
tric mucosa, which is not histamine, and 
which is not choline. This substance when in- 
jected into an animal intramuscularly or in- 
travenously produces considerable gastric se- 
cretion rich in water and acid and very poor 
in protein. The surgeon’s failure to recognize 
the importance of the secretion of gastrin by 
the pyloric portion of the stomach was per- 
haps the most outstanding reason for the 
failure of surgery in the treatment of peptic 
ulcer until rather recently. 

From the above discussion it becomes ap- 
parent that we can divide roughly the stim- 
ulus to gastric secretion into two types. One 
of these, which has been called nervous or ce- 
phalic stimulation, resembles in all respects 
the result that obtains when acetylcholine 
reaches the mucosa of the body and fundus 
of the stomach. The other, which has been 
called hormonal or humoral stimulation, 
seems to be identical to that which occurs 
when histamine reaches ithe mucosal cells of 
the upper part of the stomach. 


Inquiry in‘o the Cause of Excessive Secretion 

Excessive secretion on the part of the gas- 
tric mucosa undoubtedly often occurs for 
short periods without evidence either subjec- 
tive or objective on the part of the individual. 
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Transient situations of stress or dietary in- 
discretion are frequent and without apparent 
permanent organic event. Long sustained 
periods of increased acid secretion, however, 
can result in serious damage. 

Duodenal and gastrojejunal ulceration are 
almost universally associated with excessive 
gastric secretion and gastric activity attend- 
ing such protracted periods. It is important 
for us to ascertain, if possible, which of the 
two secretory mechanisms is at fault in the 
production of such an increase in gastric 
function. Therein lies the logic of therapy. 
From the point of view of the surgeon, if 
the humoral mechanism is excessively stimu- 
lating the gastric gland, this can be easily 
obviated by resecting the antrum of the 
stomach. Were the neuromechanisms to be at 
fault, this could be cared for by sectioning 
the vagal nerves supplying the stomach, an 
operative procedure that has been spear- 
headed so ably during the past few years by 
Dragstedt. It has been estimated by Drag- 
stedt and his colleagues”) that in normal ani- 
mals the antral mechanism probably accounts 
for about 45 per cent of the gastric juice se- 
creted, while the nervous mechanism ac- 
counts for an addi.ional 45 per cent. During 
abnormal situations, however, this relation- 
ship may not hold. 

We recently set up an experiment with the 
idea of determing which of these two mech- 
anisms was at fault in patients with duo- 
denal ulcer, and that is the essence of this re- 
port*. If the stomach was empty and the pa- 
tient at rest, we could determine the amount 
of secretion resulting from cephalic stimula- 
tion by constant aspiration of the stomach 
for a given period of time. This, the so-called 
estimation of night secretion, has been pre- 
viously developed by others. Following the 
conclusion of this estimation, we felt that if 
the patient were then given histamine intra- 
muscularly, we could determine the sen- 
sitivity of the stomach to the action of hista- 
mine and in that way perhaps estimate the 
part that was being played by the antrum. 


Material and Method 
Gastric secretion studies were carried out 
as follows: The subject received no food or 
fluids after 3:00 P. M. A Levin tube was in- 
serted into the stomach at 7:00 P. M. and by 
aspiration the stomach emptied of all its con- 


*These patients were studied at the University Hospital), 
Iowa City, Iowa. 
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12 hour night secretion 
2 hour histamine secretion 


Gastric 
Cancer 
48 28 


Gostric 
Uicer 
36 «(18 


362 103 


Control Duodenal 
Ulcer 


33. «25 7% 38 


GASTRIC SECRETION - VOLUME (ML) 


Fig. 1. Volume of gastric juice expressed in milli- 
liters obtained from the fasting stomach (12-hour 
night secretion) and following the administration 
of histamine. 


tents. Immediately following this a Wangen- 
steen suction apparatus was attached to the 
tube and the gastric secretions collected con- 
tinuously for 12 hours. At the conclusion of 
this 12-hour period the subject was given 1 
ce of 1:1000 histamine phosphate, following 
which the gastric secretions were again col- 
lected for an additional 2-hour period, again 
employing the Wangensteen suction appa- 
ratus. The 12-hour and 2-hour aspiration 
specimens were measured and the clinical 
units of free hydrochloric acid determined by 
the sodium hydroxide titration method. The 
12-hour and 2-hour free hydrochloric acid 
output was calculated and expressed in milli- 
equivalents of hydrochloric acid (since free 
acidity as expressed in clinical units is sy- 
nonomous with milli-equivalents per liter, 
the volume of gastric juice secreted ex- 
pressed in liters multiplied by the free acidity 
equals the milli-equivalents of hydrochloric 
acid secreted in 12 and 2-hour periods). This 
method of expressing the amount of hydro- 
chloric acid gives quantitation rather than 
simple concentration, and where the gastric 
secretion is markedly contaminated by saliva 
and at times by regurgitated duodenal juice 
as a result of the indwelling nasal tube, it 
is almost essential for any degree of ac- 
curacy. 

In order to obtain a comparable group to 
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12 hour night secretion 
2 hour histamine secretion 


O Control Quodena! Gastric Gastric 
Ulcer Ulcer Cancer 
76 38 36 18 48 28 


5.6 34 16 | 


33 25 
GASTRIC ANALYSIS - HCI SECRETION 


Fig. 2. Amount of hydrochloric acid expressed in 
milli-equivalents obtained from the fasting stomach 
(12-hour night secretion) and following the admin- 
istration of histamine. 


serve as controls, 12-hour night secretion 
studies were carried out on a series of 33 pa- 
tients selected at random on the surgical 
wards who did not present any evidence of 
peptic ulcer but who were suffering from 
other diseases such as hernias, varicose veins, 
and so forth. Twenty-five of this group of 
patients were subjected to the 2-hour hista- 
mine studies. Seventeen were male and 16 fe- 
male. The average age of the entire group 
was 55.12 years, the females averaging 56.- 
43 years, the males 53.88 years. This age is 
comparable to that of the patients with duo- 
denal ulcer studied. 

The 12-hour night secretion study was then 
carried out on 76 patients with duodenal ul- 
cer. Thirty-eight of this group of patients 
were also subjected to the 2-hour histamine 
test. Diagnosis of duodenal ulcer was con- 
firmed at operation in 64 of these patients. 
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Table 1 


Twelve-Hour Night Secretion Test 
(Volume and Amount of Hydrochloric Acid Secreted 
by the Fasting Stomach in Twelve Hours) 


Volume Output HCL 
(mil) (mEq) 
Ranges Average Ranges 
43-1500 5.6 0-31 
200-2600 34.0 0-167 
160-2300 16.0 0-81 


15-1150 1.9 0-66 


A verage 
362 


1030 
807 
359 


Average Age 
(vears) 


Group 
Control 
Duodenal 

ulcer 
Gastric 

ulcer 
Gastric 
cancer 


cw No. Patients 


65.6 


The stage of their disease varied from early 
ulceration to chronic lesions with complete 
obstruction. The remaining 12 were diag- 
nosed by roentgen ray examination and his- 
tory combined as having duodenal ulcer. Six- 
ty-eight of these patients were males aver- 
aging 54.85 years, while 8 were females aver- 
aging 56.75 years. The average age of the en- 
tire group was 55.04 years. 

Thirty-six patients with gastric ulcer 
proved at the time of operation had preopera- 
tive 12-hour night secretion studies. Eigh- 
teen of this group also had the 2-hour hista- 
mine secretion study. Thirty-one of these 
patients were males averaging 55.77 years, 
while 5 were females averaging 50.4 years. 
The average age of the entire group was 
55.02 years. 

Forty-eight patients with proven gastric 
carcinoma by surgical exploration were sub- 
jected preoperatively to the 12-hour night 
secretion study, while 28 of this group also 
had the 2-hour histamine study. Thirty-five 
of this group were males averaging 65.97 
years, and 13 were females averaging 64.61 
years. The average age of the entire group 
was 65.6 years. 

Results 
Volume of secretion 

In our control group of 33 patients, there 
was an average secre.ion of 362 ml. of gas- 
tric juice during a 12-hour night secretion 
period, with an average of 12.5 clinical units 
of free hydrochloric acid and an average hy- 
drochloric acid output of 5.6 milli-equiva- 
lents. Seventy-six duodenal ulcer patients se- 
creted an average volume of 1,030 ml. of gas- 
tric juice during a 12-hour night secretion 
period, with an average of 30 clinical units 
of free hydrochloric acid and an average hy- 
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Table 2 
Two-Hour Histamine Test 
(Volume and Amount of Hydrochloric Acid Secreted 
in Two Hours Following the Injection of Histamine) 


Volume Output HCL 


(mEq) 
Average Ranges Average Ranges 
139 15-300 5.7 0-18 
25-630 16.0 0-45 
15-500 5.6 0-23 


0-300 12 0-21 


Group 
Control 
Duodenal 

ulcer 
Gastric 

ulcer 55 
Gastric 

cancer 65.6 


on Average Age 
(years) 


o 


to No. Patients 


or 
o 


292 


drochloric acid output of 34 milli-equivalents. 
Thirty-six patients with gastric ulcer had an 
average night secretion volume of 807 ml., 
with an average of 16 degrees free hydrochlo- 
ric acid and a hydrochloric acid output of 16 
milli-equivalents. Forty-eight patients with 
gastric carcinoma secreted an average of 359 
ml. during a similar 12-hour period, wich an 
average of 2.3 clinical units of free hydro- 
chloric acid and an average hydrochloric 
acid output of 1.9 milli-equivalents. 


Effect of histamine 

The results following the injection of his- 
tamine were of interest. Twenty-five control 
patients secreted an average volume of 139 
ml. of gastric juice during the 2-hour period 
of observation following the injection of 1 cc 
of histamine phosphate. The average clinical 
units of free hydrochloric acid was 33, and 
the average hydrochloric acid output was 5.7 
milli-equivalents. Eighteen patients with gas- 
tric ulcer secreted an average of 207 ml. of 
gastric juice in the two-hour post-histamine 
secretion period, with an average of 19 de- 
grees of free hydrochloric acid and an aver- 
age hydrochloric acid output of 5.6 milli-equi- 
valents. Twenty-eight patients with gastric 
cancer were found to have an average secre- 
tion of 106 ml. during the 2-hour period, 
with an average of 5.4 degrees of free hydro- 
chloric acid and an average hydrochloric acid 
output of 1.2 milli-equivalenis. 


Interpretation of data 

Because of the numerous variables associ- 
ated with gastric analysis, the validity of 
these determinations must be scrutinized 
carefully. On numerous occasions the same 
patient was subjected to more than one 12- 
hour night secretion study before operation. 
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There was always considerable variation. 
Wherever obstruction of the pylorus had 
been present for any considerable length of 
time or where there was malnutrition, alka- 
losis, or factors that tended to produce gas- 
tric edema, there would often be a lowered 
output of hydrochloric acid even in the face 
of an active duodenal ulcer. Later on, when 
these factors were corrected, the output of 
hydrochloric acid would be often tremendous. 
Nevertheless, we have accepted the first de- 
termination as being authentic, since it rep- 
resented the function of the stomach when 
the patient was first seen. 

The interpretation of the findings in those 
patients without free hydrochloric acid was 
difficult. For instance, in those patients with 
gastric cancer, 93.8 per cent of the 12-hour 
secretion group and 85.7 per cent of the 2- 
hour secretion group following histamine 
had no free hydrochloric acid. Furthermore, 
15 of the 33 control patients (45.5 per cent) 
had no free hydrochloric acid. Eight of the 
duodenal ulcer patients (10.5 per cent) had 
12-hour secretion specimens that did not 
contain free hydrochloric acid. Absence of 
free hydrochloric acid was also noted in 38.9 
per cent of our patients with gastric ulcer. 
In the 2-hour post-histamine secretion study, 
20 per cent of the control patients with gas- 
tric ulcer had no free hydrochloric acid in 
their specimens. Absence of free hydrochlo- 
ric acid following histamine injection was 
found in 3 out of 38 patients with duodenal 
ulcer (7.9 per cent), and in 5 out of 18 gastric 
ulcer subjects (27.8 per cent). We feel that 
these figures are best explained on the basis 
of replacement of the epithelium of the body 
of the stomach with mucus-secreting ceils as 
as result of age and of gastritis, as well as 
for some of the more acute causes mentioned 
above. 

The presence of such a large number of pa- 
tients with no free hydrochloric acid among 
our controls and in the duodenal ulcer group 
makes the average level of acid secretion in 
our studies much lower than that reported by 
others. Where younger subjects were studied 
by others, the results of the 12-hour night se- 
cretion tests are much higher. The disparity, 
therefore, is much more obvious in the con- 
trol patients and in those with duodenal ul- 
cer than in the patients with gastric ulcer or 
-gastric cancer. It does accentuate the im- 
portance of using as controls patients of the 
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same age average as those being studied with 
ulcer. 

Our data might be briefly summarized by 
stating that the 12-hour night secretion study 
of patients shows that the average volume in 
duodenal ulcer patients is approximately 
three times that of the control group, while 
the average volume of the gastric ulcer pa- 
tients is approximately two and one-half 
times that of the control group, and the aver- 
age 12-hour volume in carcinoma of the 
stomach patients is practically the same as 
the average volume in the control patients. 
In comparing the hydrochloric acid output 
of the various groups of patients, it will be 
noted that the figure for the duodenal ulcer 
group is approximately six times greater 
than that of the control group. The hydro- 
chloric acid output of the gastric ulcer group 
is approximately three times that of the con- 
trol series, while the hydrochloric acid out- 
put of the gastric carcinoma group is approx- 
imately one-third that of the control. 

In the 2-hour post-histamine study we 
found that the average volume in the duo- 
denal ulcer patients is approximately twice 
that of the control group, in the gastric ulcer 
patient one and one-half times that of the 
control group, while the average volume of 
the gastric cancer group is slightly less. In 
the 2-hour post-histamine secretion period 
the average hydrochloric acid cutput of the 
duodenal ulcer group is approximately three 
times greater than that of the control group, 
in the gastric ulcer patients it is practically 
the same, while in the gastric cancer group 
it is about one fifth of the control value. 


Comment 


It becomes apparent that the clinical ex- 
periment set up by us to aid in determining 
the operative procedure to use in patients 
with duodenal ulcer coming to surgery proved 
to be less clear-cut than we had originally 
hoped. Except in those instances where there 
was a local situation such as pyloric obstruc- 
tion or gastric edema to account for it, we 
found that almost universally the 12-hour 
night secretion was markedly increased in 
patients with duodenal ulcer. This has been 
the observation of others. This finding would 
suggest that in practically all patients with 
duodenal ulcer there is an overaction of the 
cephalic mechanism or an increase in sensi- 
tivity of the glandular epithelium of the 
. stomach to the acetylcholine mechanism. 
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On the other hand, there is likewise an in- 
crease in the sensitivity to histamine in most 
patients with duodenal ulcer. As a general 
rule the greater the cephalic effort, the 
greater this sensitivity. Nevertheless this re- 
lationship was by no means of a linear type, 
for certainly the secretory evidence of the in- 
creased cephalic activity did not relate either 
in volume of secretion or in amount of hydro- 
chloric acid secretion to the histamine re- 
sponse in many instances. At times this in- 
crease in sensitivity has been so extravagant 
that we have felt it advisable to recommend 
to the patient that the antral mechanism be 
altered. This, in effect, means that in several 
instances the hormonal mechanism seemed to 
be the chief offender in the maintenance of 
the duodenal ulcer. In the majority of cases, 
however, both mechanisms were about evenly 
involved, and the decision as to the type of 
operation was made after the consideration 
of other factors as well. In the end, approxi- 
mately two thirds of these patients were sub- 
jected to subdiaphragmatic vagotomy with 
pyloroplasty or gastrojejunostomy, and one 
third to subtotal gastrectomy. These patients 
have not been followed long enough for evalu- 
ation of the operative end result. 

A similar observation of histamine sensi- 
tivity in patients with duodenal ulcer has 
been made by Oberhelman''*), who noted al- 
most twice as much output of hydrochloric 
acid in the stomachs of patients suffering 
from duodenal ulcer as compared to the nor- 
mal in response to the same amount of his- 
tamine. A similar observation has been made 
by Ihre". 

Recently Dragstedt and his co-workers"? 
have called attention to the fact that the op- 
posite situation obtains following complete 
division of the vagus nerves to the stomach. 
They noted a considerable depression in the 
normal gastric secretory response to a stan- 
dard dose of histamine following such an op- 
eration. In one group of patients with duo- 
denal ulcer, there was a reduction from 17.3 
milli-equivalents of hydrochloric acid before 
operation to 6.1 milli-equivslents after op- 
eration. Ina second group of patients this re- 
duction was from 27.0 milli-equivalents be- 
fore vagotomy to 5.5 milli-equivalents after 
the operative procedure when the same dose 
of histamine phosphate was given. 

From all available data, both experimen- 
tal and clinical, there then is definite evi- 
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dence that histamine potentiates the action of 
acetylcholine in the secretory mechanism of 
the stomach. Such an effect has been noted 
previously in studies on the perfused tissues 
of the dog’s leg by Burn and Dale". 

The two substances each play an essential 
part in the secretion of hydrochloric acid and 
a lowering of either function will be effective 
in lowering the amount of acid secreted. 

All medical and surgical theory of duo- 
denal ulcer has been consciously or uncon- 
sciously directed at interfering with one or 
both of these two mechanisms. That there 
is a close relationship between the action of 
both substances can be seen by the antago- 
nistic action of various drugs to both of them. 
Such drugs are quinidine, procaine, pethi- 
dine (Demerol), atropine, and Benadryl. 
Since these drugs may exert their effects by 
competing with the local hormonal action of 
histamine and acetylcholine, we must also re- 
alize, therefore, that both our medical and 
surgical approach toward the treatment of 
duodenal ulcer may be directed at a single 
fundamental biologic function. Our study, 
then, may well end with the question of why 
patients with increase in parasympathetic ac- 
tivity show potentiation of the histamine ef- 
fect, and what is the mechanism. 


Summary and Conelusions 

A series of patients with gastric and duo- 
denal lesions was studied in order to deter- 
mine the relative importance of the nervous 
and the hormonal mechanism in the secretory 
aberrations encountered in gastric analysis. 
Particular attention was paid to duodenal ul- 
cer. 

Virtually all patients with duodenal ulcer 
showed evidence of varying amounts of ex- 
cessive stimulation of the cephalic mecha- 
nism. 

Most patients with an increased secretion 
of free hydrochloric acid showed a potentia- 
tion of the action of histamine on acid secre- 
tion when compared to the normal control. 
There is no consistent relationship either in 
volume of gastric secretion or in mille-equi- 
valents of acid secreted between the two. 

At times the increased sensitivity of the 
gastric secretory mechanism to histamine 
has been so extravagant as to suggest that 
the antral function of the stomach was play- 
ing a more important role than the vagal. 
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At such times gastric resection was per- 
formed. Such clear-cut distinction was not 
common, however, and in most instances va- 
gal section seemed indicated from our studies. 
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Vaso-dilator Action of 
Physiol. 


A Much Maligned Drug. The day of the milk 
sugar placebo is past except for controlling clinical 
investigations, but symptomatic therapy is as im- 
portant as ever. Of all the drugs at our disposal, 
perhaps the most valuable are phenobarbital and 
belladonna. The former has been very much malign- 
ed in recent years. It has been called a dangerous 
drug, and yet I venture to say that it is prescribed 
more than any other. It has been called habit-form- 
ing, but my own exnerience is that it is harder to 
get patients to continue taking it than to stop its 
use. Many antisnasmodics have been brought out 
in an effort to disnlace belladonna, yet it still re- 
mains the most effective. In symptomatic therapy 
the two most common objectives are sedation and 
relief of smooth muscle snasm, and these two drugs 
fulfill the order adequatelv. Combinations are often 
used. — Yater. W. M.: Keenine Abreast of Med- 
Prowress, Pennsylvania Medical Journal 54:425 
(May) 1951. 


The psyche and the soma. Neither the psyche nor 
the soma should hold the limelight. They comprise 
but halves of the same circle, without beginning or 
end but with varying. alternating or even coinci- 
dental lengths of arc. We cannot well consider them 
separately. — White, P. D.: The Psyche and the 
Soma, Ann. Int, Med. 35:1293 (Dec.) 1951. 
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HIP PROSTHESIS 


Its Contribution to Reconstruction icaiti y 
of the Hip 


HARRY WINKLER, 
and 
KENNETH L. JORDAN, M.D.* 


CHARLOTTE 


Of all the joints in the body the hip is per- 
haps the most vulnerable, and certainly the 
most challenging from the standpoint of 
treatment. This is evidenced by the large 
number of procedures that have been utilized 
over the years for reconstruction of the hip. 

The evolution from a quadruped to an 
anthropoid and from anthropoid to the hu- 
man mode of progression has involved a 
great strain on the hip, since it must carry 
double the former weight and also provide 
for balancing the erect body. 

Anatomically the hip presents important 
characteristics of its own. The large epi- 
physis of the femoral head is entirely intra- 
articular and receives a poor blood supply 
from the vessels which enter it from the ret- 
inaculum and diaphysis. The angle which 
the neck of the femur makes with the shaft, 
perfectly adapted for conditions of health, 
is very liable to distortion by trauma or dis- 
ease, and distortion in turn destroys the 
correct balance of the trunk on the lower 
limbs. 

To replace and retain the dislocated hip; 
to re-establish correct relations between an 
ill formed femoral head and an ill developed 
acetabulum; to attach a displaced epiphysis 
or mend a broken neck of the femur, main- 
taining a correct angle with the shaft of the 
bone; to remake the joint which has been 
destroyed by inflammation—these are some 
of the major problems which are encountered 
in reconstruction surgery of the hip. 


M.D. 


History 

The possibility of substituting some type 
of prosthesis, including the femoral head, for 
an articular extremity is not new. Credit 
for the first systematized attempt to replace 
a bony substance should be given to Delbet'”’, 
who utilized a prosthesis of reinforced rub- 
ber in 7 cases in 1919. In one of these cases 
the humerus was replaced by a prosthesis 
following resection for a sarcoma. In 1926 
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Robineau) reported insertion of a prosthesis 
following resection of a benign tumor in the 
lower end of the humerus. This prosthesis 
was constructed of rubber reinforced with 
steel. The following year he performed a 
similar procedure, utilizing a prosthesis in 
the upper third of the femur. In the case of 
the humerus the joint remained stable and 
functional, and the prosthesis was well tol- 
erated. However, in the case of the femur 
the artificial insert proved quite defective, 
and the entire procedure broke down within 
a year and a half. 

Hey-Groves®) in 1927 replaced an _ in- 
flamed and ankylosed femoral head with a 
large ivory nail, which was inserted through 
the femoral neck into the shaft. In 1929 
Bohlman experimented with replacement 
of the femoral head, and since 1940 he has 
reported 8 clinical cases in which a vitallium 
device was used. Moore and Bohlman"’, 
working together in 1943, resected a large 
giant-cell tumor of the upper half of the 
femur and replaced the bone with a large 
vitallium prosthesis. An encouraging result 
was obtained, but the patient died 20 months 
later of a cardiac condition. 

From 1942 to 1946, prostheses of stain- 
less steel were used temporarily in 2 and 
definitively in 5 cases. In all these cases 
extensive bony resection had been necessary 
in the treatment of malignant tumors. To 
obviate bony rarefaction and fracture at 
the seat of fixation, grips with blades fixed 
by means of screw bolts were used. The me- 
tallic head was of the same dimension as the 
head removed, and retention was obtained by 
suturing the capsule. 

In 1946 Hudack”’, in New York, experi- 
menting with dogs, used a prosthesis with 
a large nail-fixation seated in the medullary 
canal of the upper end of the humerus. One 
year later Delitala, of the Rizzoli Institute 
at the University of Bologna, reported at- 
tempts at or with prosthetic replacements. 

In 1947 Mellen and Phalan“’, in America, 
reported 4 cases in which an acrylic pros- 
thesis was used to replace the distal portion 
of the humerus. In the same year the Judet 
brothers” in Paris, impressed by the absence 
of adhesions and connective tissue formation 
in the use of a polymethacrylate prosthesis 
by the otolaryngologists, decided on further 
experimentation and the possibility of using 
this material in the hip joint. By animal ex- 
perimentation Virenquen of Paris has shown 
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that in muscles and in peritoneum an acrylic 
resin gives rise to only temporary reaction, 
and he concluded that the absence of tissue 
reaction was an established fact. We now 
have reports by the Judet brothers (1951) 
on the use of acrylic prosthesis in 400 cases 
observed over periods of more than one to 
four years. At present approximately 100 
cases have been reported in the literature in 
this country, and by personal communication 
and conversation we know of several hun- 
dred other cases. Perhaps over 3,000 opera- 
tive cases have been reported from France 
and the surrounding European countries. 


Conditions Requiring Reconstruction 

of the Hip 

Among the challenging problems to be 
met in reconstruction surgery of the hip as- 
sociated with disease at some age in life are: 
(1) Legg-Calvé-Perthes disease with subse- 
quent traumatic arthritis, usually appearing 
in early adult life; (2) unreduced or un- 
satisfactory end results, congenitally dis- 
located hips; (3) coxa vara of adolescence; 
(4) slipped upper femoral epiphyses which 
have not fared well; (5) osteoarthritis of 
the hip, sometimes referred to as arthritis 
deformans or morbus coxae senilis; (6) 
Marie - Strumpell arthritis; (7) old septic 
hip; (8) tumor of the femoral head or neck; 
(9) long-standing congenital dislocations of 
the hip. 

In the field of trauma to the hip where 
other measures have failed are: (1) intra- 
capsular fracture of the hip with resultant 
necrosis of the head of the femur or non- 
union in the neck; (2) fracture-dislocations 
of the head of the femur when aseptic ne- 
crosis ensues. 


Surgical Procedures Employed 

Surgical procedures designed for treat- 
ment of the above lesions, some of which have 
met with varying degrees of success, have 
been: (1) denervation for pain; (2) oste- 
otomy to relieve stress; (3) bone-grafting; 
(4) pseudoarthrosis; (5) arthrodesis; (6) 
arthroplasty. These procedures are designed 
primarily to relieve pain, correct deformity, 
re-establish stability, restore motion, and re- 
pair the ununited fracture of the femoral 
neck. 

1. Since pain is a common symptom, de- 
nervation of the hip has been advocated. The 
only disappointment has been the short dura- 
tion of its effect. It is indicated chiefly for 
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the elderly patient who cannot undergo se- 
vere or more extensive surgery. 

2. Osteotomy of the simple corrective 
type, or displacement osteotomy of the high 
subirochanteric or low subtrochanteric type, 
have been used in the redistribution of 
stresses. The major objection is the pro- 
longed period of immobilization required, 
which is unsuitable for the older patient. 
This objection, together with the possibility 
of jeopardizing knee motion, has greaily 
limited the use of this procedure. 

3. Bone-grafting has been used in many 
cases and has afforded some satisfactory re- 
sults in non-united fractures of the femoral 
neck. There is always the danger that this 
union may not occur because of the avas- 
cular condition in the femoral head. 

4. In England Girdlestone’ has proposed 
a pseudoarthrosis operation to increase mo- 
tion. This procedure has met with some suc- 
cess. Shortening of the extremity, which in- 
creases weight-bearing on the other side, is 
a marked drawback, as imbalance contri- 
butes to low back pain. 

5. Arvhrodesis is also considered a prac- 
tical procedure, and is quite satisfactory in 
selected cases. Fusion is not too easy to ob- 
tain in all cases, however, and a long period 
of immobilization must always be antici- 
pated. The latter drawback and the conse- 
quent endangering of motion of the knee 
joint make this procedure difficult for older 
people. Back pain is a factor here also. 

6. Many surgeons have urged the use of 
an arthroplasty procedure with the inter- 
position of soft tissue or an innocuous metal 
such as a Smith-Petersen cup. The failures 
of arthroplasties lie to a great extent in the 
severe load that the hip joint must carry on 
the ill-fitting vitallium cup. Another obstacle 
encountered is the difficulty of application 
due to gross deformity of the femoral head 
and neck. Lastly, there is the possibility that 
interference with the blood supply will re- 
sult in absorption of the head and _ neck. 
Postoperative treatment is again quite pro- 
tracted, which makes this also a difficult and 
hazardous procedure for older patients. 

7. In the treatment of fractures of the 
femoral neck with non-union, a multitude of 
reconstruction procedures have been em- 
ployed. The most classic procedures require 
sacrifice of the head and insertion of the 
neck into the cavity of the acetabulum, as 
described by Whitman in 1924. Modifications 
have been described by Lucke, Colonna, Brac- 
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kett, and others. While some are of value, 
these methods fail because the joint is not 
satisfactorily reconstructed from the stand- 
point of good mechanics. The femoral neck 
is considerably smaller than the acetabulum 
with which it articulates, making it quite 
unstable. 
Types of Prostheses 

At the recent meeting of the Academy of 
Orthopedic Surgeons in Chicago, approxi- 
mately 60 different types of femoral pros- 
theses were shown or reported. All are vari- 
ations of the three main types. They are 
usually made out of metal or plastic. They 
may fit within the medullary shaft; they 
may be screwed to the side of the femur by 
a plate, such as the Jaenichen type; they 
may fit down the femoral neck and be held 
in place by a nail, as advocated by Judet; or 
they may sit as a large sleeve over the entire 
shaft of ‘the femur, as the early prostheses 
were designed to do when malignant tumors 
were resected from the upper third of the 
femoral shaft. Lastly, they may be a combi- 
nation of any of the three mentioned, and 
these probably represent the major portion 
of all the prostheses tendered to date. The 
most distinguishing feature of the Judet 
prosthesis is the fact that it is made from 
a plastic and not from a metal. 


Opera‘ive Technique 

The operative technique employed in these 
cases has been by the Smith-Petersen antero- 
femoral approach, exposing the anterior as- 
pect of the hip joint. Judet often approaches 
the joint by a small antero-femoral incision, 
and is able to dislocate the head without too 
much difficulty, and apply a prosthesis. In 
some instances he has been known to com- 
plete the procedure in less than 40 minutes. 
We have leaned to the larger exposure, have 
done extensive capsulectomies and dissec- 
tions about the neck, and reconstructed most 
of the acetabulae. This is especially advanta- 
geous in the arthritic cases. A special reamer 
and instruments designed by Judet facili- 
tate the application of the prosthesis and act 
of fitting it into the newly reconstructed 
acetabulum. In some instances it has been 
necessary to section the adductor attach- 
ments in an effort to prevent dislocation and, 
at the same time, bring the hip into better 
position. Postoperatively the foot is carried 
in a small plaster of Paris boot in internal 
rotation, with a bar across the back of the 
boot for fixation. 
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Fig. 1. Fracture-dislocation of the neck of the 
femur, with blade plate in the acetabulum and head 
dislocated. 


Illustrative Cases 
Case 1 


A 32 year old Negro woman sustained a fractured 
left hip following an automobile accident on De- 
cember 1, 1950. She was admitted to a hospital and 
open operation and the insertion of a blade plate 
were done, She was referred on March 6, 1951, be- 
cause of the unsuccessful result of the surgery. 

Roentgenograms (see figure 1) showed a blade 
plate impinging in the acetabulum, with the frac- 
tured neck and head apparently dislocated and out 
of the joint. Clinically the patient was unable to 
bear weight on the extremity, and had practically 
no motion of the hip joint, with rather marked 
swelling and edema of the joint. 

Operation was undertaken on March 8, 1951. There 
was practically no neck remaining, and a modified 
type of Colonna procedure was undertaken, with the 
application of a Judet prosthesis to the remaining 
neck and trochanter. Some difficulty was found in 
maintaining the head in the acetabulum, but on 
April 14, 1951, the patient was dismissed from the 
hospital in a double hip spica, which was later re- 
moved on June 11, 1951. Satisfactory retention of 
the head in the acetabulum resulted. The patient 
was last seen on May 19, 1952, walking well but 
with a slight limp, using no crutches or cane, and 
with almost normal range of hip motion. 


Case 2 


A Negro woman, aged 40, reported to the office 
on October 24, 1951, walking on crutches. She had 
had an operation on her right hip for chronie arthri- 
tis three months before. An arthroplasty had been 
performed, and she had been told that the cup had 
slipped out. 

Clinical examination disclosed marked swelling 
about the hip and the entire right lower extremity. 
There was very little hip motion present, and the 
patient could not bear weight on the extremity. The 
roentgenograms revealed a dislocated right hip with 
a dislocated Smith-Petersen cup. A large amount 
of callus was present around the hip joint (figure 


3). 
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Fig. 2. Following removal of blade plate and head 
of femur and replacement by Judet prosthesis. 


The patient was admitted to the hospital and an 
operation performed on November 2, 1951. The cup 
was removed and a Judet head placed upon the neck 
after removal of the head and the large amount of 
extra callus. Sectioning of the adductor tendon at- 
tachments was also done. The patient was dismissed 
from the hospital on November 21, 1951, using 
crutches. 

She reported to the office on February 9, 1952. 
Although she still had some limitation of motion 
about the hip joint, she was walking well and with- 
out pain (figure 4). 

Review of 26 Cases 

The results of 26 hip arthroplasties, in 
25 of which a Judet type of prosthesis either 
of stainless steel or plastic was used, are 
summarized below. In 1 case an Eicher type 
of prosthesis was used. 

Eight of the patients in the series were 
men and 18 were women. Ages varied from 
23 to 78, with a mean of approximately 41 
years. 

Indications for the surgical procedure var- 
ied. Traumatic arthritis was the etiology in 
7 cases. In 2 of these cases direct trauma was 
the precipitating cause, 1 case being the re- 
sult of a bullet wound in the left hip. Frac- 
ture-dislocation or dislocation of the hip had 
occurred in 5 cases, with resultant aseptic 
necrosis of the femoral head. Non-union of 
the femoral neck was the pathologie condi- 
tion in 5 cases. In 3 of these aseptic necrosis 
of the head of the femur had developed. 
Marie-Strumpel] arthritis with spontaneous 
fusion of the hips had occurred in 1 case; 


x 
| | & \ | 
| 
‘| 
| 
ie 
| 
| 
. ies 
| 
| 
| 


550 NORTH CAROLINA MEDICAL JOURNAL 


October, 1952 


Fig. 3. Smith-Petersen attempted arthroplasty of 
the hip with dislocation of the hip and dislocation 
of the prosthesis. 


rheumatoid arthritis, with either painful 
hips or ankylosis of one or both hips, in 3 
cases. Septic hip, of approximately 10 years’ 
duration, was the source of 2 cases. An at- 
tempt was made to insert a prosthesis to 
increase or improve motion. 

Generalized osteoarthritis had occurred in 
3 cases, slipped femoral epiphysis contrib- 
uted 2 cases, and Legg-Perthes disease 1 
case. In 1 case, dislocation of the hip had 
followed a vitallium cup arthroplasty and 
absorption of the femoral neck. 

Complicating and aggravating factors in 
this series of cases were: bilateral fusion of 
the hip in 5 cases, bilateral fusion of the 
knees in 1 case, and flexion contracture of 
both knees in 2 cases. 

The presenting symptom in most all of 
the cases was a painful joint with limitation 
of motion. This syndrome occurred in 21 
of the cases. In 1 case pain was present in 
spite of almost full range of motion; this, 
incidentally, was in a recent dislocation of 
the involved hip. Four patients had no pain, 
but had insecure fibrous ankylosis. Flexion- 
adduction deformity was present in 8 cases. 
Shortening of one leg, varying from 12 to 
234, inches, was noted in 11 cases. A per- 
sistent limited external rotation deformity 
was present in 1 case. 

The follow-up period in this series of cases 
has been from two to 13 months. The clinical 
end result was considered to be excellent in 
3 cases, good in 13 cases, fair in 5 cases, and 
poor in 5 cases. Clinical evaluation was based 
upon (1) the amount of motion obtained; 
(2) the presence or absence of pain, and (3) 
the stability of the hip—and these are 


Fig. 4. Removal of Smith-Petersen cup, reduction 
of dislocation, removal of excess bone, and introduc- 
tion of Judet prosthesis. 


essentially the bases of criteria of all hip 
surgery. 
Complications 


There were 4 postoperative dislocations of 
the prosthesis. In 3 cases, there was marked 
increase of callous deposit, chiefly in the 
anterior-superior portion of the hip. This 
may or may not have been associated with 
the osteotomized trochanter. All patients 
walked postoperatively with a limp or a 
definite Trendelenburg gait, in one instance 
despite a functional gluteus medius. In 2 
cases the prosthesis was heard to “squeak” 
in situ, which apparently did not annoy the 
patient. Footdrop was present in 1 case, a 
supracondylar fracture of the femur occur- 
red in 1 case, and a toxic psychosis developed 
in 1 case. Progressive shortening of the leg 
has been noted in 1 case, flexion-adduction 
deformity recurred in 2 cases, and non-union 
of the trochanter at the site of osteotomy was 
apparent in 3 cases. It is noteworthy that 
not one mortality occurred in the 26 cases 
reported here, and this has been the experi- 
ence generally noted in this country and 
abroad. 

Conclusion 

At present these end results do not war- 
rant the consideration of the Judet pros- 
thesis as a pre-eminent tool in the armamen- 
tarium of surgical approaches to diseases of 
the hip. While we are hopeful that the “ceil- 
ing is lifting” in regard to advances in re- 
construction surgery of the hip, it is still too 
early to draw dogmatic conclusions concern- 
ing the over-all value of the Judet or any 
other type of the many hip prostheses now 
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available. Just now it is most important that 
we undertake to classify the type of pros- 
thesis indicated in each particular situation. 

As stated some years ago by Speed, frac- 
ture of the hip is still the unsolved fracture. 
Let us hope, however, that the time may 
soon arrive when a discriminating student 
may be able to determine which classifica- 
tion or type of acutely fractured hip can be 
labelled as a prospect for pin fixation pri- 
marily, or for immediate insertion of a pros- 
thesis. When and if this time arrives, a for- 
midable clinical and economic hurdle for, the 
patient will have been passed. 
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Paraplegia—In rehabilitation, we must teach not 
only the tangibles but the intangibles—not by text, 
but by example. In the first lecture to the fresh- 
man class at New York University College of Med- 
icine this year, I made this statement, which I 
deeply believe: “If you come out of your four years 
in this Department with but one thing, I shall feel 
your time has been well spent. That one thing is 
this: If you can get the same deep, inner satisfac- 
tion from teaching an old, battered hemiplegic, who 
has been relegated to a life in bed and wheelchair, 
to walk again and to take care of his daily needs, 
that you now get from making the diagnosis of 
aleukemia, histoplasmosis, or some other obscure 
condition, then your time will have been well spent, 
for 75 per cent of your patients will be individuals 
suffering from chronic disease, disability or related 
problems. If yeu cannot get this satisfaction from 
providing them with a life of dignity and at least 
some degree of self-sufficiency, much of your time 
in practice, instead of being stimulating to you, will 
be boring, and under the circumstances you cannot 
practice good medicine. 


There is much in the epidemiology of tuberculosis 
which we do not understand, and the disease has 
clinical aspects which we cannot explain. Its treat- 
ment is no more static now than it was thirty 
years ago, and it is just as true today as it was 
then that everything that is new is not necessarily 
true or good.—Charles Cameron, M.D., The Lan- 
cet (London), April 14, 1951. 
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RURAL MEDICAL CARE IN 
NORTH CAROLINA 


FREDERIC C. HUBBARD, M.D. 
NORTH WILKESBORO 


It has been said that necessity is the 
mother of invention. This trite but true state- 
ment, it seems to me, applies as well to the de- 
velopment of economic, social, and health 
movements as to the invention of machines 
and the myriad material gadgets that have 
been developed in this age of technology. 


Origin and Development of the North 
Carolina Better Health Program 

The statistics on draft rejections of our 
young men during World War II were the 
signal for a fight for improvement in health 
conditions throughout North Carolina. Since 
1943 the health program, which was initiated 
by leaders in the medical profession in the 
state, has taken root and grown rapidly. 
Whether the statistics told the whole story of 
the staggering rejection rate is beside the 
point; time will not permit an analysis. Suf- 
fice it to say that they gave a rude awakening 
and spurred the forces interested in better 
health in our state to such heated action that 
the momentum of the drive has scarcely 
abated to this day. 

The doctors who initiated the movement 
for better health in North Carolina were 
armed with the draft rejection statistics: 
white—40.9 per cent ; colored—60.6 per cent. 
At the same time they called attention to the 
important fact that the rejection rate among 
the boys from our North Carolina orphan- 
ages was very low. The acceptance rate 
among this group was 98.6 per cent.- This 
rate was explained by the fact that the boys 
in the orphanages had better medical care, 
lived under more sanitary and hygienic con- 
ditions, and were better fed. 

Further investigation by the doctors dis- 
closed that North Carolina ranked low among 
the siates in infant and maternal mortality, 
in doctors per thousand population, and in 
the number of hospital beds per thousand 
population, 33 counties having no hospital 
beds at all. 


The Poe Commission 
This group of physicians appealed to Gov- 
ernor Broughton for help in the improvement 


~ Read before the Seventh Annual National Rural Health Con- 
ference, Denver, Colorado, February 29, 1952. 
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of health conditions in North Carolina. In 
1944 he set up the State Hospital and Medi- 
cal Care Commission, composed of 50 leaders 
in agriculture, labor, industry, health, medi- 
cine, and other fields, to study health condi- 
tions in and out of the state. This Commis- 
sion was later called the Poe Commission, 
after the chairman, Dr. Clarence Poe, editor 
of the Progressive Farmer. 

After a year’s study of health conditions 
in the state and nation, and after consulting 
with health experts in and out of the state, 
the Poe Commission made its report to the 
Governor, who presented it to the 1945 ses- 
sion of the General Assembly. The report 
stressed three objectives: (1) more hospitals, 
(2) more doctors, and (3) more voluntary 
prepaid insurance. 

On recommendation of Governor Brough- 
ton’s successor, Governor R. Gregg Cherry, 
the 1945 General Assembly endorsed the pro- 
gram and passed legislation supporting it. 
The bill provided for: (1) appointment of a 
20 member permanent state agency to be 
known as the North Carolina Medical Care 
Commission, with an appropriation to finance 
the Commission’s work from 1945 to 1947; 
(2) the adoption of the principle of contribu- 
tions toward the hospitalization of indigents 
($1.00 per day per patient, totalling $50,000 
for 1945-1947); (3) an appropriation of 
$55,000 for the establishment of a medical 
education loan fund for students who would 
agree to do rural practice for four years 
following their internship; (4) a county-by- 
county study of the state to determine the 
need for state aid in the construction and en- 
largement of local hospitals, to draw up a 
statewide plan for the construction of hos- 
pitals and health centers which might be re- 
quired in order to comply with any federal 
laws, and to receive and administer any 
funds provided by Congress for such pur- 
pose; (5) expansion of the University of 
North Carolina Medical Schooi to four years 
and construction of a 400 bed teaching hos- 
pital; (6) a study of the problem of medical 
training for Negroes. 


Program of the Medical Care Commission 
Subcommittees were immediately set up 
within the Medical Care Commission to study 
special health problems. A National Survey 
Committee composed of experts in education 
and medicine was set up also under the pro- 
visions of the law. After a careful survey 
had been made, the majority report of this 
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committee endorsed all parts of the health 
program and recommended that the four 
year medical school be located on the Uni- 
versity campus at Chapel Hill. 

The Hill-Burton Bill (Hospital Survey and 
Construction Act) was passed by Congress in 
August, 1946, and North Carolina became 
eligible to receive approximately 17 million 
dollars of federal money over a five year 
period. Every dollar of this amount was to 
be matched by two dollars of state and county 
money, for the construction of hospitals and 
health centers. The legislature of 1947 and 
1949 appropriated approximately 20 million 
dollars of state funds to be used over a period 
of five years. The North Carolina state plan, 
the first to be approved by the federal gov- 
ernment, provided that local funds would be 
required to supplement state and federal 
funds. Counties would be aided by the state 
on a basis of need, varying from 10 to 50 per 
cent. The 1947 General Assembly passed the 
Hospital Licensing Act for hospitals receiv- 
ing federal and state aid, and also made stu- 
dents of dentistry, nursing, and pharmacy 
eligible for the students’ loan fund. 

To date, the Medical Care Commission pro- 
gram has implemented the State Better 
Health Program by the construction of 60 
hospitals, 19 health centers, and 15 nursing 
homes. Three thousand nine hundred and 
seven new hospital beds have been provided 
for the state. 

The Good Health Association 

Another great lay organization which had 
much to do with the organized movement for 
better health in North Carolina was the 
North Carolina Good Health Association, or- 
ganized in 1945. This organization consisted 
of over 200 leading citizens, representing the 
professions, industry, labor, agriculture, 
health groups, and others interested in the 
better health of our state. The intensive edu- 
cational campaign conducted by this organi- 
zation was largely responsible, not only for 
the passage of legislation necessary to the 
health program, but also for the success of 
the program of the Medical Care Commission 
in North Carolina. The campaign of the 
North Carolina Good Health Association was 
effectively conducted by Kay Kyser, through 
newspapers, pamphlets, the radio, movies, 
posters and the like. 


The State Board of Health 


Another great health organization which 
through the years has conducted a fine pro- 
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gram in the interest of better health in North 
Carolina is the State Board of Health. The 
Medical Society of the State of North Caro- 
lina was responsible for the birth of the State 
Board of Health in 1887. The Society suc- 
ceeded that year in getting the legislature 
to appropriate $100 for the operation of the 
Department of Health during the first year. 
Today several millions of dollars are spent 
yearly in connection with its program. Every 
county in North Carolina is served either by 
a county or a district health department. The 
State Department of Public Health, along 
with the local county health units, has laid 
well the foundation for the rural health pro- 
gram. 


Approaches to the Nation’s Rural 
Health Problems 


State and national programs 


During the past 30 or 40 years rural 
health and medical service over the entire 
United States has lagged far behind that 
of urban communities, and rural people have 
not benefited from developments in medicine 
and health as they deserved. The chief 
reasons for this condition have been the 
shortage of doctors and the lack of clinical 
and hospital facilities to attract doctors and 
specialists to rural communities. Economic 
and social conditions have played an impor- 
tant part in this situation. So have lack of 
transportation facilities, telephones and 
electricity, good schools, churches, recreation 
facilities, and other advantages enjoyed by 
urban citizens. Sanitary, hygienic, and nu- 
tritional conditions are not so good in rural 
as in urban communities. 

These conditions are at last being partially 
corrected—at least in regard to transporta- 
tion, electrification, telephones, and clinic and 
hospital facilities, giving hope to our rural 
people for a higher standard of living. - 

So much for the health programs designed 
for blanket coverage of rural people. These 
programs, of course, are necessary and serve 
well to a certain degree. However, they are 
not the final answer to fundamental rural 
health problems. Furthermore, they tend to 
become paternalistic, in some instances un- 
democratic, and finally dictatorial. 


Program of the Rural Health 
Committee (A.M.A.) 

Let us now consider an entirely different 
and more effectual approach to our rural 
health problem. I refer to the program of the 
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Rural Health Committee, which is the anti- 
thesis of the national and state approach to 
health and medical care. Here we speak the 
language of the common man and make an 
individual and grass roots approach to his 
health problems. It is not the desire of the 
medical profession to hand down just 
another program nor to dominate it. Rather, 
this program is designed to help the indi- 
vidual in thinking and planning intelligently 
and systematically for more healthful liv- 
ing. It is predicated on the fact that every 
citizen in a community has a definite re- 
sponsibility in improving the health of his 
community. The idea is conceived in a spirit 
of unselfish devotion to the common good 
and nurtured in an objective, active, and co- 
operative program. 

As you know, the Rural Health Committee 
of the American Medical Association re- 
sulted from the interest of certain farm 
groups who appealed to the medical profes- 
sion for cooperation in an effort to solve rural 
health problems. Many of you have attended 
the annual National Rural Health Con- 
ferences since 1946, the year in which the 
first was held, and know something of the 
program as it has developed. You are aware 
of the spirit of cooperation which has existed 
between medical, health, farm groups, and 
others, and the grass roots approach, through 
health councils, which has been adopted. You 
know of Dr. Crocket’s philosophy which he 
has stated so well: “Everything directly or 
indirectly affecting our daily lives affects 
our health.” 


North Carolina Rural Health Committee 

The Rural Health Committee of the North 
Carolina Medical Society was appointed in 
1946. This committee, of which I had the 
honor to be the first chairman, floundered 
about for some time in an attempt to deter- 
mine what its function should be and where 
to begin work. After several months we 
realized that here was a Herculean task. At 
the same time we were not discouraged, and 
we felt that the project gave promise of 
real and worthwhile accomplishments in the 
field of health. 

In 1947 the committee decided to ask the 
North Carolina Good Health Association, 
which had completed its program of educa- 
tion in the interest of legislation recom- 
mended by the North Carolina Medical Care 
Commission, to assist in the program. This 
they agreed to do, and through their very 
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efficient secretary, contributed largely to the 
success of our first annual State Rural Health 
Conference in February 1948. 


Organization of Rural Health Councils 


It became apparent early in the program 
of the committee that rural health problems 
could not be solved at the state and national 
level. It was decided, therefore, that the ac- 
tivities of the committee should center 
chiefly in the organization of the Rural 
Health Councils, as advocated by the Rural 
Health Committee of the A. M. A. The com- 
mittee thought best to begin the program in 
a limited way, with two counties in the west 
and two in the east. It was felt that we must 
gain experience and develop patierns before 
trying to put the program on a statewide 
basis. It was further decided that a field 
worker well trained in health and organiza- 
tional work was a must in the development of 
the Rural Health Councils. No doctor nor 
groups of doctors had the time to do the foot- 
work and make the contacts necessary to as- 
sure ultimate success. It was also considered 
essential that the first step in organizing a 
Council should be to consult representatives 
of the local medical society and health depart- 
ment as to the feasibility of the project. 


These and many other contacts were made 
by doctors. This procedure was followed in 
each of the counties in which councils have 
been organized. 


Our committee was fortunate in selecting 
a field worker who was eminently fitted by 
training, experience, and personality for di- 
recting the organization of these councils. 
Miss Charlotte Rickman began work in the 
organization of the Alexander County Rural 
Health Council in October, 1948. She holds 
an A. B. degree from George Washington 
University and an M. A. degree in Commun- 
ity Organization for Health Education from 
the School of Public Health of the University 
of North Carolina. Furthermore, she comes 
from a family of doctors. She has done a 
grand job in securing the cooperation of all 
health groups in the counties in which she 
has worked. The response on the part of the 
people has been wonderful. 

The projects are financed entirely by the 
North Carolina Medical Society. 


Objectives and techniques 

Let us try now to define a Rural Health 
Council. To me a Rural Health Council rep- 
resents an organized, cooperative, and coor- 
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dinated effort on the part of the individuals 
and groups to solve, on the local level, prob- 
lems relating to the health of the community. 
It is a coordinated planning body, not a ser- 
vice agency. The objective is to bring to- 
gether all the health resources of a commun- 
ity and use these to the best interest of the 
community. This implies an integrated plan 
embracing all the agencies such as agricul- 
ture, health (voluntary and involuntary), 
home economics, civic, and lay organizations, 
in one unified effort to work with people 
and not over them. It is important to make 
wide contacts and do much listening in order 
to help the people work out their problems 
and to sound out the social and economic 
conditions in connection with health prob- 
lems. 

It is important to educate rural people 
to the fact that there is a difference, as 
pointed out by Mr. Aubrey Cates, between 
medical service, which is purchasable, and 
health, which is not. Health programs imply 
many things that are within the realm of 
individual education and accomplishments, 
such as personal hygiene, proper nutrition, 
sanitation, proper health facilities for the 
prevention of communicable diseases, clinics, 
and accident prevention at home and on the 
highways. 

In the development of Rural Health Coun- 
cils in North Carolina, no definite plans or 
clear-cut patterns have been evolved as was 
hoped in the beginning. However, much val- 
uable experience has been gained. The ap- 
proach to the development of Rural Health 
Councils varies widely in different commun- 
ities. It is evident that the consultant in such 
a movement, therefore, needs to be a re- 
sourceful and versatile thinker. Of prime im- 
portance is making clear the fact that the 
rural health program is not just another pro- 
gram being handed down, that no special 
interests are being served, and that the med- 
ical profession does not propose to domi- 
nate the organization. On the contrary, it 
should be pointed out that the program calls 
for people to do their own thinking and 
planning, and evolve their own programs for 
correcting whatever evils lie in the path to 
higher planes of living. 

The Rural Health Council, therefore, rep- 
resents, of necessity, a grass roots or indi- 
vidual approach to better health, reaching 
on up to the community, the county, and 
finally to state and national levels. It is 
a community organization which combines 
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the forces interested in improving local 
health conditions into one agency. This idea 
is conceived in a democratic spirit and nur- 
tured in an atmosphere of freedom. 

After making contact with the health 
forces in the county in which a Rural Health 
Council is considered as mentioned above, 
leaders in the different communities are 
called together, guiding principles are drawn 
up, a discussion of the needs is conducted, and 
finally an objective program is arranged. A 
health survey is needed early in the pro- 
gram in order to determine the various 
health forces at work in the community and 
evaluate the work already accomplished. The 
health needs of the community are con- 
sidered, and a program is gradually evolved. 
These programs vary widely according to 
local needs, and may point up any health 
problem from baby clinic to the implementa- 
tion of a hospital construction project. 

The first project in the work of our first 
Rural Health Council, in Alexander County, 
was to implement the program of the local 
hospital, which was already underway. Our 
consultant helped direct auction sales, ar- 
ranged for benefit movies, scrap drives, and 
other money-raising activities, in order to 
procure the community’s share of construc- 
tion funds. Other projects such as nutrition 
clinics and maternal welfare clinics have 
been gotten underway since. Several Coun- 
cils have been organized in North Carolina, 
each with a different approach, with different 
objectives, and even under different names, 
but all interested in health education. There- 
fore, no definite patterns for Rural Health 
Councils has been developed. 


Public response 

Public response has been encouraging. We 
have had complete cooperation on the part 
of the local medical societies and local health 
forces, as well as from the State Health 
Council and the North Carolina State Health 
Department. Better understanding has re- 
sulted, and many of the grudges, grievances, 
and jealousies between the medical and 
health groups have disappeared. After all, 
are we not striving for the same goal? 

Many more counties have appealed to the 
State Rural Health Committee for the or- 
ganization of councils, but on account of lack 
of personnel, we have not been able to re- 
spond. It is hoped that in the very near fu- 
ture we can have more health educators 
helping our Rural Health Committee in pro- 
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moting the development of more councils. Be- 
cause of the many contacts that have been 
made and the prodigious amount of work 
necessary in organizing a council, the growth 
of the program is slow. This, I think, is a 
healthy situation. We try to keep ever in 
mind the “eleven point program” evolved by 
the National Rural Health Committee. 
Here I should like to recognize the splen- 
did rural health demonstration that Dr. 
George Bond, chairman of the Rural Health 
Committee of the North Carolina State Med- 
ical Society, has made, singlehanded, in his 
own strictly rural area. He has so given him- 
self to the promotion of better health and 
medical service to his people that he has 
gained the respect of his community, as a 
physician and as a citizen, and has had the 
sympathetic cooperation of the community in 
establishing a model rural health hospital 
service. As chairman of the Rural Health 
Committee, Dr. Bond has the additional ad- 
vantage of a nine member advisory commit- 
tee, representing mainly farm organizations. 
The medical profession of North Carolina 
is very proud of George Bond and his record. 


Results of the North Carolina Good 
Health Program 

The tangible results of the better health 
program in North Carolina are everywhere 
in evidence in the form of new hospitals, new 
health department buildings, a new four 
year medical school, many Rural Health 
Councils, a hospital for spastics, more tuber- 
culosis sanitorium beds, mental health so- 
cieties and clinics, a cancer control depart- 
ment in the State Board of Health, cancer 
detection and diagnostic centers, a home for 
incurable indigent cancer patients, an Al- 
coholic Rehabilitation Program and a home 
for alcoholics, an expanded school of public 
health, a State Health Council, and an active 
school health program. There is more evi- 
dence of health consciousness in our state 
than ever before, and more effective medical 
and health services. There is also in evidence 
greatly accelerated activity on the part of 
certain committees of the State Medical So- 
ciety. I should like to mention the Committees 
on Rural Health and Education, Cancer, Leg- 
islation, Mental Hygiene, Emergency Medi- 
cal Service, Chronic Illnesses, Services and 
Fees for Hometown Medical Care of Vet- 
erans, and many more. 

Another health service which has been 
given great emphasis in our state is Blue 
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Shield and Blue Cross prepaid health and 
hospital insurance. The State Medical Com- 
mittee on Prepaid Medical Service Insurance 
Plan has just completed a four year job in 
working out a comprehensive Blue Shield 
plan which will be placed on the market soon 
by the Hospital Saving Association, a Blue 
Cross—Blue Shield plan which our medical 
Society sponsored. A Blue Cross companion 
contract will be offered with it. One of our 
main objectives has been to broaden the use 
of this service. Particular attention is be- 
ing given at the present to an attempt to 
bring more and more of the rural and low 
income and farm peonle into the possession 
of prepaid Blue Shield and Blue Cross in- 
surance. 

The intangible results in the Rural Health 
Program, it seems to me, are more important 
even than the tangible results. People who 
are really interested in better health condi- 
tions feel subconsciously that here is a whole- 
some, unselfish and all-embracing program, 
with unlimited possibilities for the good of 
the community. There is a changed attitude 
toward health matters that brings them 
down to an individual level and stimulates a 
wholesome and democratic approach to these 


common problems. To me the attitude of a. 


person is everything. If his general attitude 
is richt, a host of apparent shortcomings in 
his life immediately fade into insignificance, 
and he stands forth a free man. “As he think- 
eth in his heart, so is he.” It is my humble 
opinion that in the realm of the intangible 
rests the soul and fundamental streneth of 
the Rural Health Program. Let us foster this 
thought in promoting the program. It will 
give us streneth in the hours of diseourave- 
ment. The seeds that are presently being 
sown will slowly come to fruition, and we 
shall see sound develooment and a demon- 
stration of democracy in its truest form—in 
action. 
Conclusion 

To the farm neonle, we of the medical pro- 
fession, say. “Here’s our hands in this great 
program which you have initiated for im- 
proving rural health conditions. It is demo- 
cratic and provocative of thinking which 
makes for the preservation of our freedom. 
It is my feeling, that in the minds and hearts 
of our farm people resides the last truly 
great flame and bulwark of liberty. They 
live close to the soil and nature. They know 
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the inestimable value of our natural re- 
sources and their direct bearing on our 
health. Like the farmers of Lexington who 
long ago fired the first shots in our fight for 
freedom, the farm people of today will supply 
the means for staying the hand of the oppres- 
sor. We pledge them our support. 


HISTOPLASMIN SENSITIVITY IN SE- 
LECTED AREAS OF NORTH CARO- 
LINA WITH REPORT OF A CASE 
OF PROBABLE HISTOPLASMO- 
SIS IN A CHILD 


ROBERT J. MURPHY, M.D.* 
RALEIGH 
and 
WILLIAM H. DAVIS, JR., M.D. 
ELIZABETH CITY 


The relationship between histoplasmin 
skin sensitivity and histoplasmosis is still 
poorlv defined. Palmer’, however, feels that 
the high incidence of pulmonary calcification 
in tuberculin-negative persons is due not 
to tuberculosis, but probably to histoplasmo- 
sis or an immunologically related fungus. If 
it is due to historlasmosis. then there is a be- 
nign, self-limited or subclinical form of the 
disease which seems to be quite prevalent in 
the central and eastern paris of the United 
States. This view is suggested bv Christie and 
Peterson®’ in a study of 181 Tennessee chil- 
dren, of whom 70 per cent reacted to histo- 
plasmin. Fifty per cent showed pulmonary 
calcification, but were negative to tuberculin. 
Other known forms of histoplasmosis are the 
chronic, disseminated type and the acute, fa- 
tal type. 


Incidence and Geographic Distribution 

Christie® states that 30 per cent of the 
known cases of histoplasmosis have been re- 
ported in children. Prior to 1950, North Car- 
olina was regarded as an area of low histo- 
plasmin sensitivity. Palmer’ in 1945 tested 
241 student nurses from the states of North 
Carolina, South Carolina, Georgia and 
Florida, and found that only 2.8 per cent 
were reactive to broth filtrate Histoplasma 
capsulatum (histoplasmin). 

Read “before the Section on Pediatrics, of 
the State of North Carolina, Pinehurst, May 7, 


* From the North Carolina State Board of Barone Raleigh, 
North Carolina. 
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POS HISTOPL ASMIN 
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POS TUBERCULIN 


POS BLASTOMICIN 


Fig. 1. Percentage of histoplasmin and other anti- 
gen* sensitivity in 203 school children**: Hyde 
County, 1950. 

*Antigens: Tuberculin (PPD) and blastomycin. 

**Negro and white children, aged 12-19; average 
age 14.5, 


A recent publication’ showed that North 
Carolina has a higher incidence of sensitivity 
to histoplasmin than was formerly thought, 
and that there are marked sectional differ- 
ences. There were areas of the state that 
showed an increase in pulmonary calcifica- 
tion in negative reactors to tuberculin. The 
areas of highest histoplasmin sensi.ivity are 
the eastern seaboard and, in particular, the 
northeastern areas of the state. The western 
mountain area had also a high number of 
positive reactors, but the Piedmont area had 
a low percentage. 

Furcolow found similar geographic dif- 
ferences in histoplasmin sensitivity rates in 
Kansas and Missouri. He also found persons 
living in a rural environment more likely to 
show sensitivity than those living in urban 
environment. Histoplasma capsulatum has 
been isolated from the soil by Emmons’, and 
has been found in animals‘) closely associ- 
ated with humans, such as the dog, rat, cat, 
and horse. It has further been shown that 
this fungus is particularly dependent upon 
moisture for its growth. Furcolow™ found in 
a study of Kansas and Missouri that the 
counties having the highest rainfall have 
the highest percentage of positive reactors 
to histoplasmin. As a parallel, the eastern 
seaboard and western North Carolina have 
the highest rainfall in the state. The soil of 
the eastern seaboard region is in general a 
fine, silty loam, highly fertile and retentive 
of moisture. In a survey of Beaufort county”, 
it was found that 75 per cent of 147 adult 
persons with pulmonary calcifications re- 
acted to histoplasmin, while 43 per cent of 
388 persons selected at random in an ad- 
joining county reacted to it. In view of this 
fact, it was of interest to survey histoplasmin 
sensitivity in school children in this area. 
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Fig. 2. Percentage of histoplasmin* and _ tuber- 
culin sensitivity in 774 high school children**: 
Northeastern countiest of North Carolina, 1952. 


*Lilly’s histoplasmin (1:100). 
**Negroes and whites aged 12-19; average age 


+Pasquotank, Perquimans, Camden, Currituck, and 
owan. 


Material and Technique 

Fresh dilutions (1:1000) of histoplasmin 
(lot H-40), obtained from Dr. Arden Howell 
of the U. S. Public Health Service Mycologi- 
cal Laboratory, and PPD of an intermediate 
strength (0.0001 mg. contained in 0.1 cc.) 
were used in a Hyde County survey. Histo- 
plasmin (Lilly), in a dilution of 1:1009, and 
PPD of the same strength as above were 
used in a second survey. One-tenth of a cubic 
centimeter was injected intracutaneously and 
the reaction read in 48 hours. Induration of 
more than 5 mm. was considered a positive 
reaction. 

First Survey 

In Hyde County 203 school children with 
an average age of 14.5 years were tested. 
Of these, 42 per cent showed sensitivity to 
histoplasmin; 7.9 per cent had a positive 
tuberculin reaction, and 5.9 per cent a posi- 
tive blasiomycin reaction; 38.9 per cent 
showed a positive histoplasmin and a nega- 
tive tuberculin reaction. Both Negro and 
white children were tested and no racial dif- 
ference was found. (fig. 1). 


Second Survey 

High School students between the ages of 
13 and 19 from Pasquotank, Perquimans, 
Camden, Currituck, and Chowan Counties 
were tested for skin sensitivity to histoplas- 
min and PPD. Twelve and five-tenths per 
cent of these showed positive histoplasmin 
sensitivity ; 10.1 per cent were positive to his- 
toplasmin and aegative to tuberculin. Twen- 
ty-nine per cent were positive to tuberculin 
(fig. 2). 

It is possible that the lower histoplasmin 
sensitivity was due to the different antigen 
used. 
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Figure 3 


Report of a Case 


A 10% year old white girl, a life-time resident of 
Pasquotank county, was seen in the office of one of 
us (W.H.D.) in October, 1950, because of attacks of 
dizziness and profuse perspiration of one week’s 
duration, and frontal headache, irritability, and loss 
of weight and appetite of one month’s duration. The 
family history was noncontributory. The past his- 
tory disclosed that she had been born of a normal 
pregnancy. Her diet, supplemented with the usual 
vitamins, was adequate; development was normal. 
She had had enuresis to the present time, She had 
had pertussis at 3% years of age and mumps at 5 
years, without complications; and had had a ton- 
sillectomy at 3 years. She had been immunized 
against diphtheria, pertussis, smallpox, and typhoid, 
and had had a booster dose of the latter in 1948. A 
tuberculin patch test done recently in school was 
reported negative. 

The initial physical examination revealed a well 
developed, well nourished, but pallid white girl of 
10 years, 53% inches tall and weighing 68% pounds. 
The temperature was 100.7 F. rectally, pulse 92, 
respiration 24, and blood pressure 100 systolic, 60 
diastolic. A mass was felt 5 fingersbreadth beyond 
the left costal margin. Because of marked pelvic and 
axillary hair and coarse facial features, she was re- 
ferred to a gynecologist for endocrine consultation. 

Laboratory studies showed 4,260,000 red blood 
cells with a hemoglobin of 82 per cent, and 12,700 
white blood cells, with a differential count of 54 
per cent segmented polymorphonuclears, 1 per cent 
stab forms, 40 per cent lymphocytes, 1 eosinophil, 
and 1 blastocyte. The sedimentation rate was 13 mm, 
per hour (Cutler). A urinalysis was negative. 

The patient was referred to a Baltimore hospital 
for a more definitive diagnostic examination. The 
only significant physical finding in Baltimore was 
a palpable mass in the left upper quadrant, which 
extended from 6 to 7 cm. below the costal margin 
and was thought to be the spleen. The suggested 
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Figure 4 


diagnosis was splenomegaly of undetermined eti- 
ology. 

Roentgenograms of the chest disclosed an irregu- 
lar patch of infiltration in the right upper lobe 
suggestive of a virus pneumonia, tuberculosis, or a 
metastatic process. (Fig. 3). Intravenous pyelograms, 
long bone films, and skull films were negative. Ro- 
entgenograms of the abdomen showed an enlarged 
spleen. 

The fasting blood sugar was 76, the blood choles- 
terol 296, and a serologic test for syphilis negative. 
Sedimentation rates varied from 10 to 32 mm. an 
hour. Results of tuberculin skin tests were: O.T. 
negative; 1-10 PPD (second test dose) negative. 
Histoplasmin skin tests showed an_ increasingly 
strong positive titer of 1:1000 (edema 2.5 cm.) Cold 
agglutinin tests done on October 18, 1950, showed 
a positive titer of 1:80, but repeated tests on three 
other occasions were negative. 

A biopsy of the bone marrow was initially re- 
ported as negative; in February, 1952, however, it 
was reviewed by Dr. Rich, who found a tubercule 
suggestive of histoplasmosis, brucellosis, or tuber- 
culosis. Bacteriologic studies done on the bone mar- 
row showed no growth at the end of one month. 
The hematologist reported that the bone marrow 
was normal. Malaria smears were repeatedly nega- 
tive. 

Two days after a bone marrow biopsy on Novem- 
ber 2, 1950, the patient’s temperature rose to 100 F. 
rectally, and there appeared on the left side of her 
pharynx a small flat ulcer, which healed in two 
days. On November 5 another ulcer appeared on 
the right side of the pharynx and was accompanied 
by fever, but cleared up by November 8. The patient 
was sent home with a diagnosis of histoplasmosis 
or virus pneumonia. She was placed on a high calo- 
ric, high vitamin diet and ordered to rest. A roent- 
genogram of the chest in February, 1951, showed 
some clearing of the pneumonia process (fig. 4). 

On May 25 a tuberculin skin test was again nega- 
tive, but a histoplasmin skin test was more strongly 
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positive (edema 4.5). The sedimentation rate was 
9 mm. per hour. A roentgenogram of the chest 
showed infiltration in the base of the right upper 
lobe of the lung, and enlarged mediastinal nodes in 
the right hilum. No evidence of calcification was 
seen. On May 30 diarrhea, fever, and pain in the 
right lower quadrant of the abdomen developed in 
the patient. These were diagnosed as appendicitis 
by the local family physician, who performed an 
appendectomy. He reported a normal-looking ap- 
pendix, however, and a smooth postoperative course. 


Dr. Amos Christie saw the patient on August 3, 
1951, after having reviewed all the previous reports 
and records. He reported that the complement fixa- 
tion test on the blood at that time was positive, 
indicating persistence of activity. 

The last roentgenogram of the chest taken Octo- 
ber, 1951, revealed a new lesion in the second inter- 
space of the left upper lobe, representing either a 
re-infection or a spread of the process. The comple- 
ment fixation test for histoplasmosis was. still 
strongly positive at this time. 

When the patient was last seen on December 11, 
1951, a progressive weight gain to 95% pounds was 
noted. The temperature was 99 F, rectally, the 
hemoglobin was 99 per cent, the sedimentation rate 
was 11 mm. per hour, and the spleen was no longer 
palpable. A complement fixation test made on blood 
drawn March 13 was reported positive (1:256). The 
suggested diagnosis was probable benign pulmonary 
histoplasmosis. 

Comment 

Until recently histoplasmosis was thought 
to be invariably fatal. Now it appears that 
there are benign and intermediate forms of 
the disease as well as progressive infections. 
The most common form is the benign asymp- 
tomatic type, which closely resembles pri- 
mary tuberculosis. The resulting pulmonary 
calcifications in the two diseases are indis- 
tinguishable by roentgen examination. These 
primary pulmonary case are so mild as to 
be almost asymptomatic, healing with only a 
residual skin sensitivity to histoplasmin and 
with pulmonary calcifications. Thus, it would 
seem that histoplasmosis may be much more 
common than the literature indicates, with 
the greatest prevalence in the area of the 
eastern slope of the Mississippi River Basin. 
This has been corroborated by Selective Ser- 
vice Induction roentgen studies. 

With histoplasmosis, allergy analogous to 
that in tuberculosis develops. The comple- 
ment fixation test may have a prognostic 
value, since apparently it is positive in ac- 
tive, progressive cases and negative in be- 
nign cases. The two tests, therefore, comple- 
ment each other. In the acute, active case, 
the skin test may result in a negative re- 
action to histoplasmin. Thus it is of little 
value in diagnosing the fatal, infantile form 
of histoplasmosis. It might be considered 
comparable to the negative tuberculin test 
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so often seen in overwhelming miliary tuber- 
culosis where an exhaustion anergy occurs. 
The benign form carries an excellent prog- 
nosis, since it is asymptomatic and requires 
no treatment. 

Summary 

1. Histoplasmin sensitivity is more com- 
mon in North Carolina than was formerly 
thought, and is associated with pulmonary 
calcification in non-reactors to tuberculin 
as described by authors. This sensitivity is 
more prevalent in Western and Eastern 
North Carolina. 

2. A survey of 203 school children in 
Hyde county showed that 42 per cent were 
sensitive to histoplasmin. In Pasquotank and 
adjoining counties 12.5 per cent of 774 high 
school children reacted to histoplasmin. An- 
tigen of a different source was used in the 
two surveys, which might account for the 
marked difference in the percentage of reac- 
tors. 

3. A probable case of mild histoplasmosis 
in a 10 year old child from Northeastern area 
of North Carolina is reviewed. Malaise, anor- 
exia, and headaehes were the only symptoms 
which were associated with a low grade 
fever, splenomegaly, and a patchy pneumonic 
infiltration. 
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Tuberculosis control demands attention to numer- 
ous and varied emotional factors, There is the fear 
of diagnosis which prevents some from participat- 
ing in mass x-ray campaigns. There is the psycho- 
logical trauma connected with a diagnosis of tuber- 
culosis. There are the problems involved in adjust- 
ment to the illness and the treatment regime. 
Finally, there is the problem of readjustment to 
normal social and occupational activity.—Robert H. 
Felix, M.D., Tr. 1950 Conf. Pub. Health A., N.Y.C. 
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THE MANAGEMENT OF GOUT 
HENRY L. VALK, M.D. 
WINSTON-SALEM 


Gout is a condition for which much can 
be done therapeutically, not only in reliev- 
ing the acute attack, but in preventing re- 
current attacks and their secondary effects 
and complications. The most important fac- 
tor in the management of gout is the recog- 
nition of its presence’. Unfortunately, the 
clinical picture of gout is extremely variable, 
and it may mimic many other disease pro- 
cesses. Hence, its diagnosis depends upon a 
high index of suspicion in the physician. 


Etiology and Complications 

Gout is a disease of unknown origin which 
is characterized by an inborn defect in the 
body’s ability to handle uric acid. Uric acid 
is an end product of purine metabolism, and 
may be derived from all nucleoproteins. 
Whether the increase of uric acid in the blood 
or serum of gouty patients is the result of 
excessive formation, insufficient excretion, 
or diminished destruction of urates in the 
body has not been conclusively demonstrated. 
Recent studies with radioisotopes have shown 
that a miscible pool of uric acid exists in the 
blood and tissues of both normal and gouty 
individuals, but that the size of this pool in 
the gouty patient may be 15 to 30 times as 
great as that found in the normal person. 
These same studies have suggested that when 
such a large amount of uric acid is present, 
much of it may exist as solid matter in the 
tissues”. 

In patients with gout the incidence of 
arteriosclerosis, hypertension, degenerative 
vascular disease, nephritis, and pyelonephri- 
tis is increased’. It is these associated com- 
plications which make the diagnosis and 
proper management of gout so extremely 
important. 

Diagnosis 

Classically, gout is characterized by re- 
curring episodes of acute paroxysmal arthri- 
tis followed by complete remissions of vary- 
ing duration. The acute attack of gout is 
extremely painful and totally disabling, but 
in the periods of remission which are char- 


~ Read before the Section on Practice of Medicine and Sur- 
ry, Medical Society of the State of North Carolina, Pine- 
urst, May 6, 1952. 
From the Department of Medicine, Bowman Gray School of 
Medicine, Wake Forest College, Winston-Salem, North Carolina. 
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acteristic of the disease, no objective or 
subjective findings may be present. Later, 
as urate deposits occur, chronic tophaceous 
gout may develop. This is characterized by 
the presence of gouty arthritis which is non- 
remitting and by the presence of tophus 
formation. Unfortunately, gout does not al- 
ways present this classic textbook picture. 
For this reason, it should be suspected in 
anyone presenting a monarticular arthritis 
which comes on suddenly and subsides com- 
pletely within a few days or weeks. Al- 
though the joints of the extremities, and 
particularly the great toe, are most com- 
monly affected, any joint in the body may 
be involved. The affected part is exquisitely 
painful and tender; it is swollen and hot, 
and has a red or purplish color. Frequently 
the picture resembles an acute infection and 
it may be felt that surgery is indicated. In 
such cases a diagnosis of acute cellulitis, 
bursitis, osteomyelitis, tenosynovitis, or a 
septic joint is often made. 

For an unexplained reason, attacks of gout 
most commonly begin during the night or 
early morning, and there may be no pro- 
dromal signs or symptoms. Precipitating fac- 
tors are thought to be dietary or alcoholic 
excesses, slight physical trauma, psychic 
trauma, previous unrelaied medications or 
surgery. Attacks may be self-limited and 
subside without any specific therapy other 
than analgesics. It is not uncommon for an 
attack to subside following the use of only 
a purgative. 

In the early phases of acute gout tophi 
may be entirely lacking, even though a me- 
ticulous search is made of the more common 
sites—the ears, fingers, toes and elbows. If 
the disease has existed for some time and 
acute attacks have recurred often, then tophi 
are almost certain to be present. If a tophus 
is recognized or suspected, it should be 
opened with a sterile needle or scalpel blade 
and the contents examined microscopically. 
Identification of uric acid crystals is easy, 
and their presence is pathognomonic of gout. 

When the disease becomes chronic and 
produces persistent deformity, gout may be 
confused with rheumatoid or hypertrophic 
arthritis. Roentgen examination may dem- 
onstrate destruction of joints or bone, but 
these changes are not diagnostic of gout and 
may be duplicated by other disease processes 
such as tuberculosis, sarcoid, and rheuma- 
toid arthritis. 
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The finding of abnormally high levels of 
uric acid in the serum helps to confirm a 
diagnosis of gout, but this test is by no means 
infallible. Even in patients known to have 
gout the levels may vary considerably and 
elevations may be transient, especially in the 
early stage of the disease. If the patient has 
taken large quantities of salicylates in an 
attempt to obtain some relief from pain, the 
uric acid level may be in the range of normal 
even during an acute attack. Uric acid levels 
may, of course, be elevated in patients with 
renal insufficiency who do not have gout. 
The presence of uric acid crystals in the 
urine is of no diagnostic importance, since 
it occurs commonly in normal individuals. 


When gout is recognized, it is important 
not only for the future health and welfare 
of this individual, but should cause us to 
look for evidences of a gouty diathesis in 
other members of the family, females as well 
as males. Though less common in women, the 
trait and the disease do occur in both sexes. 
If latent cases of gout are found, prophylac- 
tic therapy may often prevent the appear- 
ance of clinical symptoms. 


Treatment of the Acute Attack 
Medications 


Once gout has been diagnosed, treatment 
is by no means uniform in all cases. For 
the acute attack three medicines have been 
proved of value: colchicine, ACTH, and cor- 
tisone. 


Colchicine has been employed for many 
years in the treatment of acute gout. Its 
mode of action is unknown, but in most in- 
stances it affords dramatic relief from the 
pain of gout. It must be given early in an 
attack—the earlier the better. The approved 
dosage schedule is one tablet of 0.5 mg. 
(1/120 grain) given at hourly intervals un- 
til the pain is relieved or until symptoms 
of toxicity are noted. The toxic effects (nau- 
sea, abdominal cramps, and diarrhea) are 
not serious if the drug is stopped as soon as 
they appear. If they become too annoying, 
paregoric or codeine may be used to relieve 
them. It is important to withhold colchicine 
for 48 hours after toxic symptoms appear. 
In many cases relief will be noted within a 
few hours, and relief is usually obtained 
within 24 hours. If the pain of acute gout 
is unbearable, as it often may be, the simul- 
taneous administration of codeine, Demerol, 
or morphine is sanctioned. 
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More recently, ACTH has been found to 
be effective in most cases of acute gout which 
are refractory to colchicine’. A single intra- 
muscular injection containing 100 mg. of a 
long acting preparation may be adminis- 
tered, or 25 mg. of the aqueous preparation 
may be given intramuscularly every six 
hours. The pain, swelling, and redness ac- 
companying the attack may be completely 
resolved within 24 hours. However, ACTH 
does not replace colchicine in the treatment 
of acute gout, for some cases are refractory 
to one and not to the other. Further, it has 
been shown that if ACTH is given alone an 
exacerbation of the disease may take place 
when it is discontinued. Therefore, it is 
recommended that colchicine be given con- 
currently with ACTH, if the latter is to be 
used), 

Cortisone is perhaps inferior to ACTH in 
the acute phase of gout, since it does not 
produce so rapid or dramatic a response’. 
It does, however, have the advantage that 
it may be given orally. The dosage recom- 
mended is 200 mg. the first day, and 100 mg. 
each day thereafter. As a general rule, the 
drug should be discontinued after 48 hours 
if relief has not been obtained. Upon cessa- 
tion of symptoms both cortisone and ACTH 
are to be discontinued when symptoms sub- 
side, but colchicine should be administered 
for several days thereafter. 

A discussion of the treatment of acute 
gout would be totally inadequate if cincho- 
phen were not mentioned. Cinchophen is still 
considered by many to be a most valuable 
drug in the management of this condition, 
but because of its possible toxic effect on the 
liver it is not so widely used today as for- 
merly’?), Until the safety of cinchophen is 
more positively established, it is wise to 
reserve its use for those cases of gout which 
are not satisfactorily controlled by other 
drugs and accepted measures. If it is used, 
it is given in doses of 0.5 Gm. three times 
a day during the acute attack. While it is 
being administered, the fluid intake should 
be kept at a minimum of 2 quarts a day and 
liberal amounts of carbohydrates should be 
given in the diet. 

Salicylates serve a double purpose in the 
treatment of gout. Not only do they exert a 
considerable analgesic effect, but, perhaps 
more important, they increase the excretion 
of urates. Unfortunately, large doses of sali- 
cylates, 4 to 8 Gm. a day, are required and 
alkalinizing agents such as sodium bicarbon- 
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ate must be given simultaneously to prevent 
gastric irritation and to inhibit the precipi- 
tation of uric acid crystals in the urine. It 
is generally agreed that salicylates should 
be started during the attack and continued 
for an indefinite period. 


General measures 


The patient with acute gout can be made 
more comfortable in bed. Immobilization of 
the affected part is not imperative, but pro- 
tection from accidental jolting, jarring or 
irritation is extremely imporiant. The appli- 
cation of a glycerin pack, made by pouring 
glycerin between two layers of cotton, often 
will be very soothing for the affected joint. 
Warm, moist compresses may also be help- 
ful, and at times the substitution of a cold 
compress affords the patient even more re- 
lief. Once the acute swelling, tenderness and 
redness subsides, the patient may be allowed 
to use the affected part in moderation, 
though return to full activity should be dis- 
couraged for two to three days after such a 
remission. 


Interval Treatment 
The management of the asymptomatic or 
interval phase of gout during which the pa- 
tient has no objective or subjective evidences 


of the disease except an elevated level of 
uric acid in the serum, is as important as 
the treatment of the acute episode. Probably 
the most important factor in the prevention 
of further attacks is the diet. Since gout 
seems to occur more often in people who are 
overweight, the caloric as well as the purine 
content should be considered in planning the 
diet. An acceptable diet in the treatment of 
asymptomatic gout is one low in purines and 
low in fats. Normal diets contain around 
1,000 mg. of purine per day, but a low purine 
diet should have no more than 100 to 200 
mg. Milk, eggs, bread, cheese, fruits, and 
cereals are all low in purine content. Sweet- 
breads, anchovies, brains, liver, kidneys, sar- 
dines and gravy contain large quantities of 
purine. Restriction of the alcohol intake is 
likewise advised in the management of inter- 
val gout, but there are patients who find that 
they can take alcohol in moderation without 
ill effect. If there is a history of allergy to 
specific foods, the patient should exclude 
such food products from his diet. 

In some cases, acute attacks of gout can 
be prevented by diet alone, but for the 
majority of patients concomitant salicylate 
therapy is necessary. Aspirin or sodium sali- 
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cylate should be given in doses of 5 Gm. a 
day for four days a week together with so- 
dium bicarbonate, 6 to 8 Gm. a day. 

More recently a benzoic acid derivative, 
Benemid, has been shown to be very effective 
in reducing the level of uric acid in the serum 
by increasing its excretion in the urine. 
The urinary excretion of uric acid reaches a 
maximum effect within 48 to 72 hours after 
a dose of the drug, but continues high for 
longer periods. Benemid exerts this action 
in normal and gouty individuals alike, and 
so far appears to be relatively non-toxic 
when given in doses of 1 to 2 Gm. per day. 
The simultaneous administration of sodium 
bicarbonate is not necessary. It is available 
in 14 Gm. tablets and when patients are un- 
able to tolerate the larger doses of salicylates 
required, Benemid may be substituted for 
an indefinite period. If further experience 
proves this drug to be as non-toxic as it now 
appears, it may be an invaluable aid in the 
therapy of asymptomatic gout. 

There is growing belief that, in addition 
to the above measures, the daily administra- 
tion of 0.5 mg. (1/120 grain) of colchicine 
may exert some prophylactic effect in the 
interval phase of gout. 


Treatment of Gouty Diathesis 

Since gout is a familial disease, it is well 
to perform uric acid determinations on the 
sera of the close relatives of the gouty pa- 
tient. Most authorities now believe that if 
elevated uric acid levels are found, then ad- 
ministration of a drug such as sodium sali- 
cylate or Benemid should be carried out over 
an indefinite period. Time alone will reveal 
the value of this measure, but at least we 
should make every effort to detect any ten- 
. dency to gout in other members of the fam- 
ily, just as we look for glycosuria in the 

families of diabetic patients. 


Treatment of Gouty Arthritis 


When chronic gout has led to deformity, 
the tophi may become large and may ulcer- 
ate spontaneously. If incised, they may fail 
to heal and they will then discharge urates 
chronically. There is nothing to be gained 
by incision of a tophus, except for diagnostic 
purposes, but at times complete removal is 
indicated. Currently it is suggested that, if 
surgery is contemplated, ACTH should be 
administered for two weeks preoperatively. 
This may cause softening of the tophus mak- 
ing excision easier and subsequent healing 
more prompt”. 
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Summary 

Gout is a fairly common disease which 
frequently resembles other unrelated dis- 
orders. Because of the variable clinical pic- 
ture, the diagnosis of this disease is often 
difficult. Its recognition is of extreme im- 
portance, however, not only for relief of the 
acute attack, but for the prevention of subse- 
quent attacks and complications. Gout should 
be suspected whenever one is confronted with 
a monarticular arthritis which comes on 
abruptly, subsides completely, and tends to 
recur. 

Management of the acute attack requires 
the prompt administration of colchicine. If 
this drug does not afford relief, ACTH or 
cortisone may be necessary. In the asympto- 
matic phase the administration of salicylates 
or possibly Benemid, and adherence to a low 
purine, low fat diet offer the best chance of 
preventing subsequent attacks and compli- 
cations. It is felt that constant diligent care 
of the patient with gout or the gouty dia- 
thesis can minimize or even prevent the 
serious secondary effects and complications 
of this disease. 
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Spiritual attributes of the heart. We physicians 
have the opportunity of inspiring our patients with 
courage, determination, optimism, equanimity and 
patience, all attributes of the spirit. The word “cour- 
age” comes from the word “heart”? — coeur in 
French, cor in Latin; and it is courage above all 
things which is needed by many individuals who 
have cardiovascular disease, Such virtues as cour- 
age, optimism and patience may neutralize, some- 
what at least, the effects of the alarm reaction, 
acute or chronic.—White, P. D.: The Psyche and 
the Soma, Ann. Int. Med. 35:1303 (Dec.) 1951. 
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Cortisone is one of some 30 compounds to 
be secreted by the adrenal cortex. It was 
identified in 1936 by Mason, Myers and Ken- 
dall’, and synthesized by Sarrett in 1946). 
Some of the physiologic effects of cortisone 
on tissue are known, but many are poorly un- 
derstood. The desirability of its action in 
many ocular diseases is not firmly estab- 
lished, and its use in these disorders must 
rest, at least in part, on an empirical basis. 

Cortisone falls into group 1 of the adrenal 
cortex steroids, the principal effect of this 
group being on protein and carbohydrate 
metabolism, tending to produce a negative 
nitrogen balance and a relatively insulin-re- 
sistant hyperglycemia. There may also be in- 
creased potassium excretion, with sodium 
and chloride retention, leading to retention of 
fluid. In addition to these general metabolic 
effects, there are some very definite effects on 
local tissue reaction’. In inflammatory re- 
actions, including those of bacterial, chemi- 
cal, thermal, and allergic origin: (1) cellular 
exudate is reduced; (2) capillary permeabil- 
ity is reduced; and (3) there is less forma- 
tion of granulation tissue and resultant scar- 
ring. 

It is the purpose of this paper to report the 
results of local and systemic cortisone ther- 
apy in 148 cases selected from the histories of 
600 patients as having sufficient follow-up ob- 
servation to warrant inclusion. All patients 
included in this series were treated while 
hospitalized or in the out-patient department 
of the McPherson Hospital. 


Method of Treatment 


All patients receiving systemic cortisone 
were hospitalized, and a rather rigid routine 
was adhered to in all cases. First, a complete 
history was obtained and a physical examina- 
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tion which included roentgen examination of 
the chest, examination of the eyes, nose and 
throat, and dental survey was done. Labora- 
tory work consisted of a urinalysis, a com- 
plete blood count, fasting blood sugar de- 
termination, and circulating eosinophil count. 
The patients then received 200 mg. of cor- 
tisone intramuscularly the first 24 hours, and 
100 mg. daily thereafter as long as treatment 
was continued. Blood pressure was deter- 
mined twice daily; urine examination and 
circulating eosinophil counts were performed 
daily. If the circulating eosinophil count fell 
below 100 per cubic millimeter, the dosage of 
cortisone was accordingly reduced. If the 
blood pressure became increased or evidence 
of fluid retention appeared, treatment was 
decreased or discontinued. In one instance it 
was necessary to discontinue cortisone be- 
cause of marked restlessness and insomnia. 
Those patients receiving local therapy re- 
ceived cortisone either in the form of local in- 
stillations of a 2.5 per cent solution in saline, 
one drop in the affected eye every two hours 
while awake; or in the form of a weekly sub- 
conjunctival injection of 0.5 cc. of a 2.5 per 
cent solution. Usually when improvement had 
been noted, the strength of cortisone was re- 
duced to 1.25 per cent. After two weeks the 
frequency of instillation was reduced to three 
times daily. Treatment was then discon- 
tinued, or a maintenance dose of 0.5 per cent 
cortisone three times a day was instituted. 


Results 
The results of treatment are shown in 
tables 1, 2, and 3. 


Uveitis 

Granulomatous uveitis: Fifteen patients 
received cortisone therapy. Five were treated 
by the systemic route alone; 7 by topical in- 
stillations alone; 2 by both topical and sys- 
temic administration; and 1 by systemic, top- 
ical, and subconjunctival administration. Ten 
patients were improved, 5 were unimproved, 
and 8 had relapses. It is of interest that in 
2 of the patients having relapses, the uveitis 
was thought to be tubercular—and the re- 
lapse was complete, proving extremely re- 
fractory to further treatment. The end re- 
sult was not good. 

In 1 patient who manifested good labora- 
tory and clinical evidence of Boeck’s sarcoid, 
granulomatous uveitis with secondary glau- 
coma developed. This patient received ty- 
phoid vaccine intravenously, topical corti- 
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Table 1 
Results of Cortisone Therapy in 63 Cases of Uveitis 


Route of 
No. Admin- 


Cases istration Results 


Type 


Subcon- 
junctival 
Not 
Improved 


bo 


Granulomatous 
Nongranulomatous 
Choroidits 

Postoperative uveititis 
Tritis 1 
Svmpathetic ophthalmia 2 
Harada’s disease 1 


Topical 


-100 Improved 


No. Relapses 


OR 


sone, and atropine. The secondary glaucoma 
was controlled in one week; the uveitis was 
arrested in three weeks. This response was 
amazing. Vision improved from hand mo- 
tions to 20/30. It is difficult to assay the ef- 
fect of cortisone in this case, since the pa- 
tient had also received intravenous injections 
of typhoid vaccine. 

Nongranulomatous uveitis: Nine patients 
were treated with cortisone. In one case the 
agent was given by the systemic and subcon- 
junctival routes; in 3 cases by the systemic 
and topical routes; and in 5 cases by the top- 
ical route alone. Six cases were considered 
improved, 3 cases were unimproved, and a 
relapse occurred in 1 case. Of the 3 patients 
who were unimproved on coriisone, 1 im- 
proved after intravenous injections of ty- 
phoid vaccine, and 1 after treatment of a 
chronic colitis which was thought to be the 
cause of his uveitis. One patient showing a 
relapsing course received a second course of 
systemic cortisone, the daily dosage being 
slowly reduced to 25 mg. daily; he was then 
maintained on topical cortisone and no fur- 
ther relapse occurred. Two patients had sec- 
ondary glaucoma which was controlled by 
cortisone. 

Postoperative uveitis: The 10 cases of uvei- 
tis presented here all followed cataract ex- 
traction. Nine of the patients received topi- 
cal instillations of cortisone; 1 patient both 
topical and systemic cortisone. Nine patients 
were improved, and 1 was unimproved. These 
cases were selected primarily because the 
postoperative uveitis was classed as being 
rather severe. 

Choroiditis: Eight patients received corti- 
sone. All 8 received systemic cortisone ther- 
apy; 2 received subconjuctival injections 
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in addition; and 1 received systemic, subcon- 
junctival, and topical cortisone therapy. Of 
the 8 patients, 7 were improved; 2 had re- 
lapses and required rather prolonged treat- 
ment. The unimproved patient showed early 
clearing of the vitreous; however, the lesion 
remained active. This patient, after seven 
days of treatment, showed an elevation of 40 
mm. in blood pressure, and cortisone was dis- 
continued. Perhaps the most striking feature 
noted in these cases was the rath immediate 
clearing of vitreous opacities. 

Tritis: Eighteen patients received cortisone 
therapy. Of these, 3 received both systemic 
and topical treatment, 3 systemic treatment 
alone, and 12 topical treatment alone. All 
were considered improved; however, 5 pa- 
tients had relapses which improved after cor- 
tisone therapy was resumed. Included is 1 
case of granulomatous iritis in which the 
iris was apparently the only portion of the 
uveal tract involved. The remainder of the 
cases were either acute fibrinous iritis, or 
nongranulomatous iritis with some fibrinous 
reaction. In most cases, improvement oc- 
curred with remarkable speed. 

Sympathetic ophthalmia: Two patients re- 
ceived cortisone therapy. In euch instance, 
both the topical and systemic routes were 
used. One case followed cataract extraction 
and cortisone was started four months after 
onset of sympathetic ophthalmia in the other 
eye. Some immediate improvement was 
noted ; however, a prolonged relapsing course 
followed, and no real improvement was 
thought to be due to cortisone. Eighteen 
months after initial therapy, while the pa- 
tient was on a maintenance dose of 0.5 per 
cent topical cortisone given twice daily, she 
developed a corneal ulcer. Only Staphylococ- 
cus albus could be cultured from the ulcer, 
which has subsequently proven extremely re- 
fractory to all therapy, including extensive 
use of antibiotics. At present the ulcer is 
quiescent, but not entirely healed. 

The second case followed a perforating 
wound involving the ciliary body. The wound 
was repaired and seemed to heal in a satis- 
factory fashion, the only postoperative find- 
ing being a low grade uveitis. The patient re- 
ceived chloramphenicol for almost two weeks 
after the injury; and when danger of infec- 
tion was considered to be over, systemic cor- 
tisone therapy was started for the uveitis. 
Five days after the institution of therapy, the 
patient developed sympathetic ophthalmia; 
the wounded eye was enucleated four days 


after the clinical onset of the disease. In this 
case, cortisone therapy was continued for ap- 
proximately three months, and the outcome 
four months later has been very satisfactory. 
This case would seem to demonstrate clearly 
that cortisone will not prevent sympathetic 
ophthalmia. 

Harada’s disease: One patient with the 
syndrome of Harada’s disease was treated 
with local and systemic cortisone. This pa- 
tient had bilateral uveitis, bilateral retinal 
detachments, lymphocytosis of the spinal 
fluid, dysacousia, and alopecia. The patient 
received systemic therapy for one month and 
topical therapy for nine months. When the 
patient was last seen, the best corrected vi- 
sion was 20/30, the retinal detachments had 
completely subsided, and the uveitis was 
quiescent. 


Keratitis 

Interstitial keratitis: Seventeen patients 
received topical cortisone and local atropine.* 
These patients were referred from the Eas- 
tern Medical Center, the rapid treatment cen- 
ter for syphilis in North Carolina. Some of 
the patients had not received adequate anti- 
luetic therapy; these received 6,000,000 to 
8,000,000 units of penicillin. Ophthalmologic 
examination was done at McPherson Hos- 
pital at 10 day intervals. All 17 patients were 
considered improved. Seven of the patients 
had recurrences, 2 having a third recurrence. 
One patient required six months of treatment 
before the keratitis could be considered inac- 
tive, while in 2 cases the keratitis was en- 
tirely arrested in 10 days. In every case the 
relief of photophobia and lacrimation was 
dramatic. 

Dendritic keratitis: Five patients received 
topical instillations of cortisone, 4 were con- 
sidered improved, and one unimproved; 2 pa- 
tients had a rather severe relapse after show- 
ing initial improvement, necessitating cau- 
terization of the cornea. In the 5 cases re- 
ported here, cortisone would seem to have 
been of doubtful benefit since 1 case was un- 
improved and 2 cases showing initial im- 
provement had relapses necessitating other 
treatment. 

Herpes zoster: Five patients received cor- 
tisone; 4 of these were considerably im- 
proved, 1 was unimproved. One improved pa- 
tient had a recurrence, during the course of 

~ *Some of these cases have been git oy | reported by Crane, 


G. W., and McPherson, S. D., Jr., in the American Journal of 
Syphilis, Gonorrhea, and Veneral Disease, 35: November, 1951. 
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Table 2 


Results of Cortisone Therapy 
in 58 Cases of Keratitis 


Route 
of 
Type No. Admin- 
Cases istration Results 
s & = 
Interstitial 17 17 
Dendritic 5 5 4 1. 2 with severe 
relapse 
Herpes zoster 5 5 "ere 
Superficial 
Recurrent 
erosion 8 8 6 2 
(current 
attack) 
Fuchs’ 
dystrophy 9 9 No case showed 
ermanent 
improvement 
Keratitis from : 
actinic burn 1 1 Immediate 
improve- 
ment 0 
Keratitis with 
vascul- 
arization 6 66 6 Maintenance 
dose for 


long period 


which secondary glaucoma occurred and the 
inflammatory signs seemed to become refrac- 
tory to cortisone. 

Fuchs’ corneal dystrophy: Nine patients 
with Fuchs’ dystrophy recieved topical cor- 
tisone therapy. These patients all showed 
rather marked immediate improvement in 
the epithelium and striking reduction in 
stromal edema when this was present. Un- 
fortunately, this improvement was invari- 
ably transitory in nature. At no time was any 
improvement in the appearance of the endo- 
thelium noted, and any improvement in visual 
acuity was transitory and of small degree. No 
permanent improvement was seen in any 
case. 

Superficial punctate keratitis: Seven pa- 
tients with superficial punctate keratitis re- 
ceived topical applications of cortisone; 4 
patients showed improvement, while 2 cases 
were considered entirely unimproved. One pa- 
tient, later treated with vitamin A, cleared 
satisfactorily, although he showed none of 
the generally recognized characteristics of 
vitamin .A deficiency. Another case with a 
history of previous allergy with desensitiza- 
tion cleared quickly when cortisone was given 
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Table 3 


Results of Therapy in 22 Cases of 
Miscellaneous Ocular Disorders 


Route 
of 
Admin- 
No. istra- 
Diagnosis Cases _ tion Results 
Episcleritis ( 6 6 1 
Nodular 
scleritis 2, 2 1 1 ae 
Vernal con- - 
junctivitis 6 4 
(com- 
Coats’ plete) 
disease | 1 1 
Malignant ex- 
opthalmos 1 ACTH worse 
Corneal 
transplant 4 4 0 0 4 0 
Ocular 


pemphigus 2 2 2 ACTH 0 2 
locally but showed a tendency to relapse. This 
patient was given a maintenance dose of 0.5 
per cent cortisone three times daily for two 
months, and has had no relapse to date. 

Keratitis with vascularization: Six pa- 
tients with superficial keratitis with vascu- 
larization received topical cortisone therapy. 
All showed improvement without relapse. 
However, these patients generally received a 
maintenance dose of 0.5 per cent cortisone 
applied topically three times daily for as 
long as three months after initial clearing. 
These were all longstanding cases and it was 
difficult to establish the etiology. All had 
been observed for a number of years to show 
alternating periods of quiescence and acti- 
vity. All the patients improved subjectively, 
and 4 of the 6 showed some improvement in 
vision. 

Recurrent corneal erosion: Eight patients 
received topical applications of cortisone. 
Three had previously been treated with a 
variety of drugs without relief. All patients 
experienced almost immediate relief, and the 
current attack was terminated in one week. 
Recurrences in two cases developed which 
responded promptly when cortisone therapy 
was resumed. 

Keratitis from flash burn: This patient 
had a rather severe keratitis from using an 
electric welding torch. One eye had been pre- 
viously enucleated. He was given a 1.25 solu- 
tion of cortisone to use locally every two 
hours. When seen two days later, he stated 
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that he was perfectly comfortable within 
two to three hours after beginning treatment. 
It was four days after the burn before the 
cornea was normal to slit lamp inspection. 
Since the keratitis in this case is entirely a 
reaction to an irritating stimulus, cortisone 
should be ideal, as it blocks the undesirable 
reaction. 

Miscellaneous disorders 

Episcleritis: Six cases of episcleritis, were 
treated topically with cortisone. All cases 
were considered improved. Although a re- 
lapse occurred twice in 1 case, remission was 
very prompt after the resumption of therapy. 

Nodular scleritis: Two patients with nodu- 
lar scleritis received cortisone. One was 
treated first with topical cortisone, with abso- 
lutely no improvement. Systemic cortisone 
was then administered, with dramatic im- 
provement. The second case occurred in a pa- 
tient with far advanced uveitis’ who pre- 
viously had had severe secondary glaucoma. 
Treatment resulted in moderate subjective 
relief, but no visible objective change. 

Vernal conjunctivitis: Six patients exhibit- 
ing clinical appearance of vernal catarrh re- 
ceived topical applications of cortisone; 2 of 
these showed no improvement, and 4, while 
temporarily improved, had complete relapses 
when cortisone was discontinued. In 2 cases 
the temporary improvement could not be 
maintained when cortisone therapy was re- 
sumed, the condition seeming to become re- 
fractory in two to four weeks. Results in 
these 6 cases were quite unsatisfactory. 

Malignant exophthalmus: The use of AC- 
TH in one patient with this disorder seemed 
to accelerate the progress of the exophthal- 
mus. Four days after the institution of ACTH 
therapy, the eyes practically prolapsed from 
the orbit. The patient required bilateral Shu- 
grue orbital decompressions with marginal 
tarsorrhaphies. 

Ocular pemphigus: Two cases of ocular 
pemphigus were treated. Both patients re- 
ceived ACTH and later topical cortisone. No 
beneficial results were seen in either case, 
further progress being noted regardless of 
treatment used. 

Corneal transplants: Topical cortisone was 
administered to 4 patients after a penetrat- 
ing corneal graft had been performed, begin- 
ning on the seventh postoperative day in two 
eyes, on the eighth postoperative day in one, 
and on the sixteenth postoperative day in the 
remaining eye. No adverse effects on wound 
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healing were noted. The cornea cleared 
quickly, and in no instance did the graft be- 
come vascularized. 


Comment 

Certain facts concerning the influence of 
cortisone on the clinical course of various oc- 
ular disorders have been noted by a number 
of observers in the past few years. These 
are of value in determining the advisability 
of cortisone therapy in most cases. Perhaps 
the most dogmatic statement which can be 
made is that the use of cortisone is unwise 
in any instance where a straightforward bac- 
terial invasion is a prominent feature’. Cor- 
tisone inhibits the normal defense mecha- 
nism, leaving bacteria free to spread almost 
at will. 

Thus in the present series, the results in 
the treatment of uveitis have been irregular. 
This irregularity probably reflects our inabil- 
ity to state that bacteria are or are not pres- 
ent in any given case of uveitis. In accord 
with this, the two severe instances of relapse 
occurring in granulomatous uveitis were in 
cases thought to be tuberculous”. Similarly, 
the excellent results obtained in the treat- 
ment of postoperative uveitis represent the 
response that may be expected in treating 
uveitis due to trauma rather than to direct 
infection. The good result obtained in treat- 
ing the one case of Harada’s disease is prob- 
ably explained on the same basis. In this in- 
stance, bacterial, fungal, and viral inocula- 
tions were made of aqueous humor, subreti- 
nal fluid, spinal fluid, and blood. All reactions 
were negative, indicating that, at least at the 
time of institution of therapy, no infectious 
agent could be demonstrated. 

The excellent results obtained in treating 
acute fibrinous iritis may be explained by two 
facts. First, the location of the lesion lends 
itself readily to intensive topical therapy, 
permitting a high concentration of the drug 
in the involved tissue. Second, the reaction 
of the eye is seemingly out of proportion to 
any known causative factor, and cortisone 
is therefore able to effect marked improve- 
ment by blocking vascular and cellular re- 
sponses. 

The results obtained in the treatment of 
various types of keratitis in the present 
series fall into the pattern to be expected in 
view of the mechanisms concerned in the dis- 
orders. Thus the excellent results obtained 
in interstitial keratitis might be anticipated 


i P 
| 
| 
| 
| 
4 
| 
| 
if 
| 
a 
) 
\\ 
{! 
t | 
1 é 
| 


568 


NORTH CAROLINA 


in corneal disease, in which the chief mani- 
festations are inflammatory and in which the 
presence of etiologic organisms has not been 
adequately demonstrated. The same might be 
said of recurrent corneal erosion, which is 
predominately a post-traumatic disorder. 
Conversely, the poor results obtained in 
Fuchs’ corneal dystrophy are to be expected 
in a disorder which is predominately degen- 
erative. 

The irregular results obtained in the viral 
keratitides, simplex and zoster, may be due 
to the presence or absence of the virus in the 
tissues at the time that treatment was insti- 
tuted. 

Episcleritis has long been considered an al- 
lergic manifestation of rheumatoid arthriti- 
tis, gout, or focal infection, The prompt 
and sometimes dramatic improvement ob- 
served in these 6 cases lends support to this 
concept of the etiology of the disease. 

The poor results obtained in the treatment 
of vernal conjunctivitis are difficult to ex- 
plain. Possibly the 6 cases reported herein 
had undergone such advanced anatomic 
changes that cortisone afforded only tempo- 
rary subjective relief without affecting the 
pathologic process. From previous observa- 
tion, it would seem that antihistaminics are 
more effective in the control of symptoms in 
this disorder. 

The effect of cortisone in maintaining the 
clarity of corneal grafts offers to corneal 
surgery a useful adjunct which has not been 
previously available. With cortisone, one is 
able to block corneal vascularization and to 
decrease corneal edema. In the 4 reported 
cases there was no instance in which the use 
of cortisone seemed to interfere with wound 

When first using cortisone, it was our prac- 
tice to discontinue the drug when satisfac- 
tory clinical improvement had been noted. 
Relapses occurred in a high percentage of 
cases. In recent months we have followed the 
general routine of reducing dosage in sys- 
temic therapy or the strength of solution in 
topical therapy after satisfactory improve- 
ment has occurred. If improvement is main- 
tained, patients are gradually “weaned” from 
cortisone. It is our impression that the per- 
centages of relapses has been substantially 
reduced by this scheme of therapy. 

Summary 

1. The results of treatment of certain ocu- 
lar diseases with topical and systemic corti- 
sone in 143 patients is reported. 
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2. Cortisone was found to be most effective 
in the treatment of inflammatory disorders 
of a hypersensitive nature in which no etio- 
logic organism could be demonstrated. 

3. The high incidence of relapse occurring 
after the cessation of cortisone therapy indi- 
cates that cortisone controls the inflamma- 
tory manifestations of these disorders with 
no specific curative effect. 
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THE LOCAL USE OF CHLOROMYCETIN 
IN INFECTED EARS* 


JOHN R. AUSBAND, M.D. 
and 
JAMES A. HARRILL, M.D. 
WINSTON-SALEM 


Since Chloromycetin”’ was introduced in 
1948, it has proved to be a valuable drug in 
the treatment of bacterial infections. It is of 
particular value in treating diseases caused 
by various gram-negative organisms’, less 
so in those caused by gram-positive and acid- 
fast organisms. 

Since gram-negative organisms are re- 
sponsible for many ear infections, it was 
felt that the local use of Chloromycetin was 
warranted in treating these infections, and 
this report concerns the results of such local 
therapy. 

Materials and Method 

The cases reported were not selected. They 
; Read before the Section on Ophthalmology and Otolarygology, 
— Ta of the State of North Carolina, Pinehurst, 

From the Department of Otolaryngology, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, 
North Carolina. 


* Chloromycetin in this study was made available through 
the courtesy of Parke, Davis and Company, Detroit, Michigan, 
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Table 1 
Age and Sex Distribution 


Age in Years Male Female 


represent consecutive cases of draining ears 
seen in the Otorhinolaryngology Out-Patient- 
Clinic of the North Carolina Baptist Hospital 
and in the private practice of one of the au- 
thors. 


A culture of the drainage was made before 
any further manipulation was carried out. 
In approximately 25 per cent of the cases no 
report of the culture is available. After the 
culture was made, the ear was thoroughly 
cleaned with a cotton-tipped applicator and 
the diagnosis of external otitis or otitis media 
was established, with further notation as to 
the location of the perforation in the tym- 
panic membrane when present. The patient 
was then given Chloromycetin and directed 
to place 5 drops of the solution in the af- 
fected ear four times daily without cleansing 
the external canal. Follow-up care was given 
and observation made at regular intervals. 

The Chloromycetin solution supplied the 
patient was prepared by adding the contents 
of a2 cc. ampoule containing 0.5 gm. of Chlo- 
romycetin in a highly hygroscopic liquid base 
(acetyl dimethylamine) to 28 cc. of 70 per 
cent alcohol. Thus the individual dose was 5.5 
mg. of the drug. 

Fifty-nine patients, with 63 diseased ears, 
were given 64 courses of treatment. Ten of 
these did not return for follow-up; therefore, 
the records of 54 courses of therapy are being 
analyzed. Twenty-eight of the patients were 
male and 31 were female. Ages ranged from 
4 months to 56 years (table 1). 


The duration of therapy varied from four 
days to six months, 33 of the 49 patients re- 
quiring treatment for 30 days or less. Only 
3 were treated as long as three to six months 
(table 2). 

Bacteriology 

Fifteen organisms were cultured from 40 
ears of 36 patients. The most common or- 
ganism was staphylococcus, which was cul- 
tured from 18 ears. Diphtheroids were the 
next most common, being found in 11 ears. 


Table 2 
Duration of Therapy 
Duration No. Cases 
4-14 days 
15-30 days ..... 
1-3 months . 
3-6 months 


Shortest 


4 days 
Longest 


6 months 


Table 3 


Organisms Cultured and Response to Therapy 
36 Patients 40 Ears 


No Change 


me No. Fors 


00 CO OO 


Staphylococcus aureus 
Diphtheroids 
Pseudomonas aeruginosa 
Proteus mirabilis 


/mproved 


Aerobacter aerogenes 

Alcaligenes faecalis 

Beta streptococci 

Coliform 

Neisseria catarrhalis 

N. Sicca 

Pneumococcus 

Pr. rettgeri 

Pr. morganii 

Alpha hemolytic 
streptococci 

Paracolon bacillus 


Pseudomonas and Proteus mirabilis, found in 
8 ears, and Aerobacter aerogenes, in 6 ears 
were next. The remaining 10 organisms were 
found in from 1 to 5 ears each. Approxi- 
mately half of the ears yielded mixed cul- 
tures. Eighty-two and two-tenths per cent of 
these organisms responded to therapy, 11.5 
per cent showed improvement, while 5.7 per 
cent showed no change (table 3). 


Results 


Eleven cases of otitis externa (6 acute, 5 
chronic) were treated, and all ears became 
dry. 

One case of acute otitis media was treated 
without improvement. This patient subse- 
quently underwent simple mastoidectomy. 

There were 23 cases of chronic otitis me- 
dia, 20 with central perforation, and 3 with 
marginal perforation. Nineteen of the ears 
with central perforations became dry, while 
one showed marked improvement. Only 1 
ear with a marginal perforation became dry, 
while 2 showed no change. One of these pa- 
tients subsequently underwent a radical mas- 
toidectomy, and after a second course of 
treatment the ear became dry. 


| 
569 
| 
1 
| 1 
1 
1 
| 
1 
1 
q 1 
| 
{ i 
\ 
| 
| 


NORTH CAROLINA MEDICAL JOURNAL 


Table 4 
Diagnosis and Results in 49 Patients 
with 53 Infected Ears 
(54 Courses of Therapy) 


No. Cases 
Improved 
Per Cent 
No Change 


External Otitis 
Acute 
Chronic 
Acute Otitis media 
Chronic otitis media 
Central 
perforation 
Marginal 
perforation 
Radical mastoid- 
ectomy cavities 
Cholesteatoma 15 
Fenestration 4 


Totals 54 8 17 5 

Fifteen patients with radical mastoidec- 
tomy cavities were treated. Nine of these 
cavities (including that of the patient noted 
above) became dry, while 6 showed marked 
improvement. Four patients had draining 
ears following fenestration. Two of these 
were cured, while the other 2 showed im- 
provement. 

Of the 54 courses of therapy, 42 (78. per 
cent) resulted in dry ears, nine (17 per cent) 
in marked improvement, while only three 
(5 per cent) resulted in no improvement 
(table 4). 

Three patients had an allergic reaction 
characterized by swelling, tenderness, and 
redness of the ears. In each case the reaction 
subsided within 48 hours after the therapy 
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was discontinued. Two patients had no fur- 
ther drainage, and one was greatly improved. 
The onset of the reaction was two weeks, six 
weeks, and three months, respectively, after 
the beginning of therapy. 

These results compare favorably with 
those of other investigators using other drugs 
locally in treating infected ears (table 5). 

Summary 

Results of 54 courses of treatment with 
Chloromycetin used locally in infected ears 
are presented. Seventy-eight per cent of these 
courses resulted in dry ears. Three patients 
showed a sensitivity reaction. 
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Table 5 
Comparison of Results Obtained in Local 


Therapy of Infected Ears 


Therapy 
Glycerite of 

(Otitis media) 
Sulfamylon'*) 

(Otitis externa and Otitis media) 
Sulfamylon) 

(Otitis externa and Otitis media) 
Furacin'®) 

(Otitis externa and Otitis media) 
Furacin and Cresatin‘?) 

(Otitis externa) 
Streptomycin’) 

(Otitis externa and Otitis media) 
Sulfamylon with Streptomycin‘) 

(Otitis externa and Otitis media) 

(Otitis externa) 
Aureomycin'!!) 

(Otitis externa) 
Chloromycetin 

(Otitis externa and Otitis media) 


No 
No Follow- 
Dry Improved Change Sensitive up 
94 12 10 14 
(72%) (9%) (8%) (11%) 
119 
) ? ? ? ? 
) 


(61%) 
105 

(84.1%) 
15 

(55.5% ) 


11 
(38%) 


44 

(31%) 
19 

(16.1%) 
q 

(25.5%) 
11 


(38%) 
“Uniformly favorable results” 


(18%) 
6 


1 
(20%) (3%) 


“Drug of choice in these infections” 


42 9 3 10 
(66%) (14%) (5%) (15%) 


570 
5 
5 19 1 
1 2 
2 2 
] 
5 
8 
9 
10 
11 a 
130 
164 
141 
142 
(5%) 
120 0 
27 | 
29 
46 
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Discussion 


Dr. Ralph Arnold (Durham): Dr. Ausband has 
certainly presented a group of illuminating figures. 
These results exceed my fondest expectations for 
the patients I have treated pany with Chloro- 
mycetin or any other drug. I would like to hear the 
experience of others who have used it. 

Dr. George B. Ferguson (Durham): While I do 
not have any figures at hand, I am afraid that these 
results also exceed our best expectatioi:s,;"Ve have 
obtained some excellent results with Gant «sin solu- 
tion, and I am sure that some of the new antibiotics 
are going to have startling results. By carefully 
arriving at the drug of choice and making cultures 
prior to any form of treatment, we are certainly 
going to increase the percentage of favorable re- 
sults. On this basis, the results reported here may 
not be greater than should be expected. 

Dr. B. W. Armstrong (Charlotte): I do not want 
to disparage the good results reported by Dr. Aus- 
band. The authors reviewed several articles in which 
the rate of cures was found to be from 38 to 80 per 
cent. That indicates that many patients with in- 
fected ears will get well regardless of what treat- 
ment they receive. How is it that good results are 
obtained with such a variety of agents? Some of 
us use the old-fashioned boric acid and alcohol, and 
others 10 per cent silver nitrate. The important 
thing is not what you use, but how well you clean 
the ear and teach the patient to keep it clean. 


Dr. Harrill: I would like to emphasize that we 
selected these cases primarily to evaluate this drug. 
The results obtained are no better than those 
achieved with other remedies. As you recall, better 
results were obtained in ears with central perfora- 
tions. That is the type of case in which we would 
expect the best response. 


We had no success with patients who had mar- 
ginal perforations. I doubt seriously that any drug 
I have used in the conservative management of a 
chronic ear infection with a marginal perforation 
is any better than the treatment I used during my 
residency some years ago—namely, keeping the ear 
clean, using alcohol, removing granulation and poly 
tissue, and applying silver nitrate or chromic acid, 
or some other agent. That type of infection does 
not respond well to conservative therapy. 

We do not claim that Chloromycetin is better 
than any other drug. We merely present these cases 
as a study. One may draw his own conclusions. 

Dr. Arnold: I was interested in having this dis- 
cussion brought up so that no one would go away 
with the misconception that we have a new panacea 
for running ears. In my opinion, we are still far 
removed from that panacea. 


Demand for spectacles: The attitude of the pub- 
lic to the question of wearing glasses has altered 
remarkably during the last thirty years. When I 
began to practice it was a matter of difficulty to 
persuade a comely young lady to disfigure herself, 
even when the need for wearing glasses was ap- 
parent. Today many of the fair sex are frankly 
disappointed when informed that glasses are un- 
necessary. In my opinion spectacles should be pre- 
scribed for two reasons only: to correct defective 
vision and to relieve symptoms which can reason- 
ably be attributed to errors of refraction. If this is 
accepted as a basic principle I am convinced that 
a large percentage of the spectacles worn today are 
unnecessary—Sichel, A.W.S.: Some Impressions of 
an Ophthalmologist, Brit. M.J. 2:1409 (June 23) 
1951. 
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TREATMENT OF SEPTAL ABSCESS 


WARDELL H. MILLS, M.D. 
GREENSBORO 


Since the advent of the antibiotics, very 
few cases of septal abscess have been en- 
countered. The scarcity of recent literature 
on the subject is probably due to the fact 
that only a few cases are seen by any one 
physician. In cases where the septal cartilage 
was destroyed, most otolaryngologists have 
been content to drain the abscess, and if a 
saddle deformity developed it was left alone 
or turned over to the plastic surgeon for 
correction. 


Since otolaryngologists do intranasal sur- 
gery and have a knowledge of nasal anatomy, 
they should be able to correct external nasal 
deformities. Prevention of saddle deformity 
following septal abscess would be a progres- 
sive step in otolaryngology. The term saddle 
deformity is used here to describe the depres- 
sion that often develops in the area of the 
septal cartilage following septal abscess. 


Etiology 
The most comprehensive list of eitiologic 
factors in septal abscess was compiled by 
Beck"), as follows: 
1. Nasal trauma 
2. Endonasal operation 
3. Inflammatory condition of the nose and its soft 


parts (furuncles, erysipelas, suppuration of ac- 
cessory cavities) 

4. Abscess of dental origin 

5. General infections such as typhus, scarlet fever, 
sepsis, variola, and measles 

6. The so-called idiopathic abscess, a classification 
not accepted by most authors. 


Incidence 


Statistics on the frequency of septal ab- 
scess show a wide variation. Beck states that 
in a large clinic one will not see more than 3 
or 4 cases a year. In 1924, Yerger'?) reported 
an incidence of one septal abscess to every 
526 cases of septal disease. In 1929, Rosen- 
berger“) reported one septal abscess in every 
3,000 cases of nasal disease. In a review of 
11,239 hospital admissions to an ear, nose 
and throat service, I found 4 cases of septal 
abscess, or an incidence of 1 case in 2,809. 
The incidence will probably be decreased in 
the future by the use of antibiotics. 


Read before the Section on Ophthalmology and_ Otolargn- 
logy, Medical Society of the State of North Carolina, Pine- 
urst, May 7, 1952. 
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Treatment 

It is generally agreed that incision and 
drainage, in conjunction with antibiotics, is 
the treatment of choice in septal abscess. 
Lederer recommends incision, irrigation 
of the cavity with hydrogen peroxide, fol- 
lowed by some alkaline antiseptic. Vorhees”) 
recommends incision, irrigation, and treat- 
ment of the cavity with pure phenol, followed 
by 95 per cent alcohol. Ballinger advocates 
free incision, sulfonamides, and penicillin. 
Kernan recommends incision, followed by 
removal of a piece of mucosa to obviate the 
necessity of a drain, although a small piece 
of rubber may be inserted for 24 hours. The 
cavity should be cleansed by suction or irri- 
gation daily. 

Abscess of the nasal septum with total de- 
struction of the cartilage often results in a 
saddle deformity. Two schools of thought 
have developed as to why depression of the 
nose follows removal of the septal cartilage. 
The first school, which comprises most sur- 
geons, attributes the deformity to the loss of 
support furnished by the nasal septum. This 
concept has been challenged by a second 
school, with Fomon as its chief advocate. 
Fomon") states that ‘under static conditions 
the septum is merely a redundant member 
offering no support whatever: that it func- 
tions only as a reserve safety factor when 
external crushing forces or internal tension 
stresses disturb or distort its equilibrium.” 
He further states that depression of the nose 
following a submucus septal resection too 
near the dorsum is not due to lack of septal 
support but to the development of internal 
stresses arising from cicatrization of the 
deskeletonized connective tissue. He offers in 
support of this theory the fact that if a de- 
pression of the nose develops after an exten- 
sive septal resection in this location, it us- 
ually occurs not immediately after the opera- 
tion but some weeks later. If the septum was 
the supporting element, deformity should oc- 
cur immediately. 

Extensive submucus resection can be per- 
formed and a saddle deformity prevented by 
inserting autogenous or isographs of nasal 
septal cartilage. Absence of a deformity in 
these cases may be due to the support given 
by the graft of septal cartilage, or, as Fomon 
believes, to the prevention of internal 
stresses arising from cicatrization. If Fomon 
is correct, a successful cartilage graft follow- 
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ing septal abscess should prevent saddle de- 
formity. The following is a report on the 
treatment of three cases of septal abscess: 


Case Reports 


Case 1 

A 17 year old boy received a blow on the nose 
eight days before he was seen in the office. Three 
days after the injury there occurred a progressive 
obstructi6n of the left side of the septum. Physical 
examination was essentially negative except for a 
small abscess of the left side of the septum. The 
abscess was incised and about 2 cc. of pus removed. 
A small piece of mucous membrane was punched 
out and a drain inserted. There was very little de- 
struction of septal cartilage. The patient was given 
tripazine and penicillin, and the abscess cavity as- 
pirated daily, Under this treatment he recovered in 
seven days without a deformity. 


Case 2 


A 16 year old boy reported an abscess of the gum 
margin over the left upper incisor tooth and pro- 
gressive obstruction of the nose for eight days be- 
fore first being seen in the office. A week previously 
he had had influenza, with temperature rising to 
104 F. The abscess of the gum was incised by a den- 
tist, but the nasal obstruction increased. For five 
days before coming to the office he had complete 
obstruction of the nose. Penicillin therapy had been 
started, but because of nausea was discontinued 
after 6 tablets had been given. 

Physical examination revealed marked tenderness 
and swelling of the dorsum of the nose, extending 
to the malar region on each side. Each nares was 
completely obstructed by a fluctuant swelling of the 
nasal septum. A draining abscess was present on 
the gum margin of the left upper central incisor 
tooth. 

An incision was made in the swollen septum and 
about 15 ce. of foul-smelling pus and several pieces 
of necrotic cartilage were aspirated. The septal car- 
tilage appeared to be completely destroyed. A small 
piece of septal mucous membrane was punched out 
and a rubber drain inserted. A culture of the pus 
from the abscess failed to show any growth, but a 
smear showed many organisms, with diphtheroids 
and streptococci predominating. Treatment with au- 
reomycin and Gantrisin was started, and the abscess 
cavity suctioned daily. Three days later the dental 
abscess was again incised. The septal abscess healed 
in about eight days, and there was adequate breath- 
ing space, Three months later there was a marked 
saddle deformity of the nose. 


Case 3 

A 64 year old woman was admitted to the hos- 
pital, stating that she had had a head cold for the 
previous two weeks. During this period she had 
noticed increasing pain and swelling on the dorsum 
of the nose along with nasal obstruction. The ob- 
struction became complete, and the sense of smell 
was lost. There was no his'ory of trauma or infec- 
tious diseases. 

Physical examination revealed the dorsum of the 
nose to be greatly swollen and painful to palpation. 
There was bilateral obstruction of both nares by a 
fluctuant swelling of the septum. The rest of the 
physical examination was essentially negative. The 
blood count showed a moderate degree of anemia. 
The serologic test for syphilis was negative. A cul- 
ture of the septal abscess showed non-hemolytic 
Staphylococcus aureus. 

Penicillin was given throughout the patient’s hos- 
pitalization, On the day of admission, the left side 
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of the nasal septum was incised and approximately 
20 ce. of pus and several pieces of necrotic cartilage 
were aspirated. The mucoperichondrial flaps were 
greatly thickened, and the entire nasal septal car- 
tilage was found to be destroyed. Edges of the 
vomer and perpendicular plate of the ethmoid were 
visible through the incision of the abscess cavity, 
but did not seem to be eroded. A piece of thin rub- 
ber was placed in the incision to act as a drain and 
also to hold the mucoperichondrial flaps apart. The 
rubber drain was changed daily for the next two 
days and the abscess cavity irrigated with a solu- 
tion containing 5,000 units of penicillin per cubic 
centimeter. On the third day, granulation tissue 
covered the inner surface of the mucoperichondrial 
flaps, and there was an absence of pus. The granu- 
lations were removed with a periosteal elevator, and 
the small amount of bleeding which occurred was 
controlled by applying bovine thrombin. An_ iso- 
graft of nasal septal cartilage measuring 2.0 by 2.5 
em. was placed between the mucoperichondrial flaps 
and held in place by a 4-0 chromic catgut suture 
that passed through the mucoperichondrial flaps 
and cartilage. Rubber drains, which were placed in 
each side of the nose to hold the flaps against the 
cartilage graft, were removed at the end of 24 
hours. The swelling and tenderness over the dorsum 
of the nose rapidly disappeared, and by the eighth 
day following the cartilage implant the patient was 
again breathing through both nares. Following dis- 
charge from the hospital, she was seen at frequent 
intervals. Three months after the cartilage implant 
there was no deformity of the nose. The septum 
appeared to be of normal thickness and firmness. 


Summary 

The etiology, incidence, and treatment of 
septal abscess have been reviewed and the 
treatment of 3 cases presented. The first pa- 
tient was seen before marked destruction of 
the septal cartilage had occurred. Incision 
and drainage, along with the use of antibio- 
tics, resulted in healing without a nasal de- 
formity. The second patient was seen after 
destruction of the septal cartilage, and fol- 
lowing an accepted form of treatment, a 
saddle deformity developed. The third patient 
likewise was seen after destruction of the 
septal cartilage. However, in this case an iso- 
graft of septal cartilage was used and a 
saddle deformity did not develop. One might 
assume that the cartilage graft prevented a 
deformity of the nose. Even if one assumes 
that it was a mere coincidence that a deform- 
ity did not develop and that the cartilage 
graft played no important part, it is note- 
worthy that a graft was succesful in what 
three days previously had been an infected 
area. 

While conclusions cannot be drawn from 
one case, the use of cartilage graft in the 
treatment of septal abscess is presented as 
a possible means of preventing the develop- 
ment of a saddle deformity. 
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Discussion 


Dr. Larry Turner (Raleigh): There is no doubt 
that the treatment of septal abscess has been great- 
ly advanced by the sulfonamides and antibiotics. 
I was wondering whether you would consider it 
sound surgical practice to introduce a graft in a 
recently infected cavity? Personally, I would prefer 
to wait for three or four months. 

Dr. Al Davidson (New Bern): Why does the pa- 
tient wait until the cartilage is completely destroyed 
before seeing a doctor? 

Dr. Ralph Arnold (Durham): Nasal obstruction 
does not bring people to the doctor very often. Even 
when they have some pain in the vicinity of the 
nose they think it is due to a cold which will be 
better soon. All the cases we have ever seen have 
had a pre-existing hematoma—whether the result 
of trauma or surgery, I do not know. I have never 
seen any from any other cause. 

Dr. Robert Bradish (Fayetteville): I concur with 
Dr. Arnold. That is the only kind I have seen. 

I am inclined to agree with Dr. Mills that — 
is lost by attempting the early isograft of septa 
cartilage. It is only at that time that one still pre- 
serves the lines of cleavage with anything repre- 
senting normality. He is to be congratulated on 
being daring enough to insert it at that time. 

Dr. Carl N. Patterson (Durham): There is one 
thing I would like to point out. In some cases it 
might be possible to predict whether or not a saddle 
nose would develop. I am referring to the inter- 
relationship of the upper and lateral cartilages. It 
is when the surgeon goes too high that a saddle 
nose may develop. If the upper lateral and lower 
lateral cartilage are closely applied, the septum, I 
believe, does not play a great role in support, as 
Fomon has pointed out; but where a weak triangle 
is formed—where the septum is felt just under your 
finger when you palpate it—a saddle deformity is 
most likely to result from a high septum operation 
or a septal abscess. 

I would be hesitant to put an isograft in a poten- 
tially infected cavity. 


- 


Deaths from all forms of tuberculosis in 1949 are 
estimated to have numbered 39,000. The estimated 
death rate of 26.2 per 100,000 population is 9 per 
cent lower than the rate for 1948, after allowance 
is made for the changes in classification procedure. 
A further decrease of approximately 15 per cent 
appears to have occurred in 1950. Changes in mor- 
tality from both respiratory tuberculosis, which ac- 
counts for 93 per cent of the deaths, and nonres- 
piratory forms of the disease oe to the 
decreases.—Evelyn H. Halpin and Otis D. Turner, 
Pub, Health Reports, May 4, 1951. 
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EXPERIENCES WITH THE PAPA- 
NICOLAOU SMEAR 


THOMAS W. HUEY, JR., M.D. 
PAUL KIMMELSTIEL, M.D.* 
and 
ROLAND E. PIXLey, M.D.+ 


CHARLOTTE 


In July, 1947, a cytology laboratory for the 
detection of carcinoma in the female genital 
tract by the use of the Papanicolaou smear 
was established at the Charlotte Memorial 
Hospital. The response was small at first, 
even though the smears were read free of 
charge and a jar of fixative was provided for 
the asking. In 1949 a charge of $2.00 per 
patient was imposed. In spite of this, interest 
in the clinic continued to grow, and the num- 
ber of smears submitted annually has in- 
creased each year since then (table 1). 

Several years were required for the phy- 
sicians of Charlotte and the laboratory per- 
sonnel to acquire confidence in the use of the 
method. During those early years the labora- 
tory often requested smears from patients 
known to have malignant lesions, to be used 
for teaching purposes. For this reason, the 
results obtained during the first three and 
one-half years were not deemed worthy of 
reporting. 

Having now achieved through time and 
experience reasonable confidence in the use 
of the Papanicolaou smear for the detection 
of cancer of the cervix, we wish to present 
the results of our examination of smears 
made on 4,823 women between January 1, 
1951, and March 31, 1952. These smears were 
not secured through a specific cancer detec- 
tion clinic, but represent a random sampling 
of the female clientele of a large proportion 
of the practitioners of Charlotte. 


Results 


Of the 4,823 women included in this 
series, 75 had positive smears—an incidence 
of 1.55 per cent. Of these 75 positive smears, 
56 were reported by this laboratory as grade 
IV (positive for malignant cells), and 19 as 
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Table 1 
Number of Cases in Which Vaginal Smears Were 
Examined by the Papanicolaou Technique at the 
Charlotte Memorial Hospital 


grade III (suggestive, but not diagnostic, of 
malignancy). In 56 of the 75 patients with 
positive smears, biopsy showed either invas- 
sive or pre-invasive carcinoma. Thus the find- 
ing of a positive smear was proved to be of 
diagnostic significance in 74.7 per cent of the 
cases (table 2). 

If the grade IV and grade II] smears are 
analyzed separately, we find that 47 of the 
56 grade IV smears (84 per cent) were con- 
firmed by biopsy, while only 9 of the 19 
grade III smears (47.4 per cent) have been 
confirmed. 


Significance of Grade III Smears 
It is debatable whether the grade III 
smears should be classified as positive and in- 
cluded in the statistical evaluation; however, 
experience has taught us that a grade III 
smear cannot be disregarded. Two brief case 
reports illustrate this point. 


Case 1* 


The patient was a 46 year old woman seen in 
1950 for a routine examination and treatment of a 
trichomonal infection of the vagina. The cervix was 
completely normal to inspection and palpation, A 
routine vaginal smear was reported as grade III or 
suspicious, and a second smear made one week later 
was classified in the same manner. Two weeks later, 
however, a third smear was reported as negative. 
Contrary to our present practice, no further investi- 
gation was done, This patient was not seen again 
until March 18, 1952. At that time the cervix was 
still normal to clinical examination, but the vaginal 
smear was positive for malignant cells. The histo- 
pathologic examination revealed a stage I invasive 
carcinoma of the cervix. 


Case 2+ 


The patient was a 30 year old woman seeking 
contraceptive advice. Examination showed a small 
circumoral erosion of the cervix, A routine smear 
made in February, 1952, was reported as grade III, 
or suspicious. A repeat smear one week later was 
reported as grade IV, or positive for malignant cells. 
Two further smears made at weekly intervals were 
reported as negative, and then a fifth smear as 
suspicious. Biopsy on April 12, 1952, disclosed intra- 
epithelial carcinoma. 


* Courtesy of Dr. Glenn Edgerton. 
7 Courtesy of Dr. Ledyard DeCamp. 
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Table 2 
Results of Papanicolaou Smear Examinations 
at the Charlotte Memorial Hospital 
January, 1951-March, 1952 
4,823 


Total cases 
Total cases with positive smears 
Grade IV 6 
Grade III — 19 


75 
Positive smears confirmed by biopsy.. 56 (74.7%) 


Analysis of Unconfirmed Positive Smears 
Analysis of the 19 unconfirmed positive 
smears (table 3) shows that 9 are apparently 
iW false positives, since thorough investigation 
" has failed to disclose the presence of a malig- 
nant lesion. Four of these were grade IV 
) smears and 5 were grade III smears. We have 
classified the other 10 smears in this group 
as unproven false positives. In 5 of these 
i cases the investigation, in our opinion, was 
not sufficiently thorough to exclude the possi- 
{ bility of malignant disease; in 1, the pathol- 


= 


ogist reported only “atypicalities” in the bi- 
i, opsy specimen; and in 4 the clinician has not 
seen fit to make any further investigation. In 
these 4 cases the initial smears were all re- 
ported as grade III. 

The incidence of false positive smears is 
: thus either 0.186 per cent or .083 per cent de- 
4 pending on the interpretation. The incidence 
of false negative smears is entirely unknown 
at this time. 


Clinical Classification of Cases with 
Positive Smears 

Clinically, we divided the 75 cases with 
positive smears into four groups. In group 
A we included totally unsuspected cases— 
those with a negative history and physical 
examination. There were 15 cases in this 
group. In group B we placed unsuspected 
cases with a negative clinical history but 
with physical findings suggesting cervicitis. 
Thirty-six cases fell into this group. Group C 
was made up of 5 cases with a suggestive 
clinical history but no positive physical find- 
ings. In group D we included the 19 cases in 
which cancer had been suspected from the 
clinical history and which presented positive 
findings. 

In classifying these cases we accepted the 
judgment of the clinician, realizing that 
there might be differences of opinion regard- 
W ing the significance of the visual appearance 
it of the cervix. 
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Table 3 
Analysis of Positive Smears Unconfirmed by 
Biopsy in 4,823 Cases 
Proven false positive 


Grade IV _... 
Grade III 


(.083% ) 
9 (0.186% ) 
Unconfirmed false positive 
Inadequate investigation 
Pathologist undecided 
Uninvestigated 


Total of unconfirmed positive smears.... 19 


The 51 cases in groups A and B are the 
ones which interest us most, for it is in the 
unsuspected case of cancer, where a biopsy 
would not usually be done, that the Papani- 
colaou smear technique renders its greatest 
service. This ability to ferret out early car- 
cinomas in the most benign-appearing cer- 
vices, we believe is sufficient justification for 
the vaginal smear. In this group of women, 
36 out of 51 positive smears were confirmed 
by biopsy—a diagnostic accuracy of 70.6 per 
cent. Thirty of these cases were diagnosed as 
pre-invasive, and 6 as invasive carcinomas. 


These 36 cases of carcinoma of the cervix 
would not have been found without the use of 
the vaginal smear. We estimate that, at $2.00 
per smear, $9,646 (approximately $268 per 
case) was spent in discovering these cases. 
This cost is certainly not excessive. 


Comment 

On the basis of our experience with the 
Papanicolaou smear, the following observa- 
tions are offered: 

1. To be most effective the vaginal smear 
must be used routinely and not in a hit-or- 
miss fashion. The theoretical ideal of exam- 
ining a smear from every woman once every 
year from the onset of menstruation is im- 
possible because of the lack of trained cytolo- 
gists. We recommend therefore, that vaginal 
smears be made routinely on the following 
groups of women: (1) all women over 30 
years of age; (2) all women with symptoms 
of gynecologic disorders such as discharge 
and irregular bleeding; (3) all women with a 
lesion of the cervix, no matter how insignifi- 
cant, 

Two smears, one from the vaginal canal, 
and one directly from the cervix, should be 
taken in each case. 


2. When any patient has a Papanicolaou 
“smear reported as grade III or grade IV, 
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thorough investigation is mandatory. We do 
not believe that punch biopsies, either single 
or multiple, are sufficient. In our opinion, 
biopsy is adequate only if the entire squamo- 
columnar junction of the cervix is removed 
and a separate curettage of the endocervix 
is done. It is vital that the surgeon label this 
tissue adequately for the pathologist, for only 
in this way can the latter make the all-impor- 
tant decision as to the presence or absence of 
invasion. The Papanicolaou smear alone is 
not sufficiently reliable to serve as the basis 
for treatment. 


Summary and Conclusions 

Since January, 1951, vaginal smears from 
4,823 women have been examined at the 
Charlotte Memorial Hospital. Seventy-five 
patients were found to have positive smears 
(grade III and IV), and in 56 of these cases 
biopsy confirmed the presence of a malignant 
lesion. 

In our opinion, the Pananicolaou smear 
is reasonably accurate, not too expensive, and 
definitely useful in the detection of early 
carcinoma of the cervix. It is not intended to 
supplant clinical examination of the cervix 
and cervical biopsy. Used correctly, however, 
it will disclose cases of early carcinoma of the 
cervix which would not otherwise be found, 
at a reasonable cost and with a minimum of 
discomfort to the patient. 


The work of Miss Sarah Hodges, who screened 
the smears, is gratefully acknowledged. 


Discussion 


Dr. W. Kenneth Cuyler (Durham): Because of 
various factors which may be involved, demonstra- 
tion of the reliability of the Papanicolaou smear 
occasionally fails. For example, it is good practice 
to make repeated smears to check interpretations 
of malignancy or questionable malignancy. The fail- 
ure of repeated cytologic or pathologic studies to 
verify the original cytologic interpretation does not 
mean, necessarily, that the original report was in 
error. In many instances when repeated smears con- 
tain few or no suspicious cells over long periods of 
time, pathologic studies may ultimately confirm the 
original smear interpretation of malignancy. In 
some cases smears from patients with clinical cervi- 
cal carcinoma, and even from patients with open, 
active, metastatic lesions in the vagina may not 
contain recognizable cancer cells, 

It is difficult to account for the vagaries in the 
presence of cancer cells in smears. Their appear- 
ance is influenced by factors both extrinsic, such as 
douches, and intrinsic, such as the rate of desquam- 
ation and the area of the exfoliating surface. The 
fact that there may be wide variation in the num- 
ber of tumor cells present should be remembered by 
clinicians, especially when smear studies are re- 


peated in order to check former cytologic reports or _ 


the results of therapeutic measures. 
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It is gratifying to know that the authors employ 
the cervical smear, At the present time, there is a 
trend to rely on a vaginal smear for cancer detec- 
tion. Many workers in numerous laboratories have 
found the single vaginal smear far inferior to the 
cervical smear for the identification of neoplastic 


changes, 

The low incidence (0.4 per cent) of grade III 
smears in these 4,823 patients shows that this cate- 
gory has not been a waste basket for all smears 
containing atypical epithelial elements about which 
some doubt was entertained. It has been the custom, 
in a number of laboratories, to relegate every doubt- 
ful smear to grade III and let it go at that. Because 
of the low incidence of grade III smears and of false 
positive errors in this series, I feel that, in all 
probability, a number of the unconfirmed grade III 
interpretations reported in this paper will even- 
tually be confirmed, It is not unusual to follow pa- 
tients with grade III smears for months or even 
years before a final pathologic confirmation is made. 

When the exfoliative cytologist renders a con- 
sidered interpretation of atypical epithelium, it be- 
comes the responsibility of the clinician and path- 
ologist to confirm the presence of malignancy or 
rule out the probability of its existence. This may 
be a problem for each. 

The clinician must obtain tissue from which a 
satisfactory diagnosis can be made. The punch bi- 
opsy method has missed 14 per cent of the 151 
intra-epithelial carcinomas in our series. Conization 
specimens may miss lesions in portio vaginalis epi- 
thelium, or lesions arising deep in the glands; yet 
it is probably the method of choice for establishing 
the presence or absence of non-invasive or invasive 
carcinoma, 

Inadequate pathologic studies may fail to disclose 
lesions present in any material obtained by any 
diagnostic procedure; yet lack of technical help “or 
make it impossible for the pathologist to study eac 
specimen adequately. 

It is felt that a pathologist should not be cen- 
sured for the diagnosis of atypicalities, since the 
criteria for the pathologic diagnosis of intra-epi- 
thelial carcinoma often are not clear-cut. Further- 
more, cases are frequently seen in which only 
atypical epithelium does exist. On the other hand, 
the atypicalities recorded in one case of the present 
series may have been associated with non-invasive 
or invasive carcinoma which was not sampled by the 
diagnostic procedure. 

When the clinician is not satisfied with the path- 
ologic diagnosis in cases where a cytologic interpre- 
tation of malignancy has been made, he should, if 
it is at all feasible, secure additional tissue for 
study. 

I realize that this paper deals primarily with false 
positive cytologic interpretations, Theoretically, the 
false negative error is an unknown entity. Yet the 
customarily accepted figure which is derived from 
the number of cases with negative smear findings 
in which malignancies were diagnosed by pathologic 
studies (those smears in which the lesion was 
missed) seems necessary to complete this review 
of the authors’ experience with the Papanicolaou 
method, This error would have allowed not only 
additional evaluation of the procedure, but also an 
evaluation of the false positive error given. 

I must take exception to the recommendation that 
cytologic studies be limited to patients aged 30 
years or over. In our series of 151 intra-epithelial 
carcinomas, 22, or 21.1 per cent of the total, occurred 
in women from 20 through 29 years of age; 12 
lesions, or 7.9 per cent, occurred in girls less than 
25 years of age. In our series of 566 squamous-cell 
cervical cancers diagnosed over a five year period 
28, or 4.9 per cent, occurred in women from 20 
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through 29 years of age; and 4 lesions, or 0.7 per 
cent, occurred in women less than 25 years of age. 
We believe that each obstetric and gynecologic pa- 
tient should have the benefit of cytologic studies 
when she comes in for examination. 


Dr. Glenn Edgerton (Charlotte): I would like to 
say something about these grade III smears. I am 
of the opinion that, since our cytologic laboratories 
have become more accurate in these diagnoses, a 
patient who has two consecutive smears suggestive 
of malignancy should be hospitalized for an exten- 
sive biopsy. Valuable time can be lost in making 
subsequent smears after two grade III smears have 
been obtained. 


I would also like to comment on cervical biopsies. 
I never have been satisfied with the cervical biopsy 
specimens which I have removed. I have tried prac- 
tically all methods; but, especially in these patients 
who have positive or suggestive smears, I believe 
that conization, extending all the way down to the 
internal os, is the most suitable method of obtain- 
ing material for biopsy. 


Dr. Jesse Caldwell (Gastonia): According to Dr. 
Huey’s figures, 36 of the 75 patients with positive 
smears had a visible cervical lesion; 5 patients had 
_symptoms suggestive of malignancy; and in 18 
cases the diagnosis was fairly obvious from the his- 
tory and physical findings. Thus, in 59 out of 75 
cases there was some reason to pursue the investi- 
gation further. I believe that in such cases it is 
preferable to perform a biopsy and curettement in 
the beginning. 


In only 15 cases, then, was totally unsuspected 
malignancy disclosed by the cytologic smear, and 
the cost of diagnosing these cases would be raised 
to approximately $643 per case. 


Dr. W. L. Thomas (Durham): Apparently, it is 
cheaper to diagnose early cancer of the cervix in 
Charlotte than it is in Boston. As I understand it, 
Dr. Huey, your group has spent around 200-odd 
dollars. Dr, Meigs, in Cincinnati, reported that it 
cost him $900 or more to make an early diagnosis 
of cancer of the cervix. Seeing, as I do, about 150 
new patients with cancer of the cervix each year, 
I feel that we would give almost any amount of 
money to cure them. Therefore, I think the mone- 
tary aspects of this matter should be disregarded. 


Functional Disease: Restaurant and tavern own- 
ers are frequently seen by the physician because 
of functional disease; more specifically, owners of 
small restaurants and taverns. In a relatively small 
establishment the proprietor tends to spend most 
of his waking hours at his place of business. There 
are laws to protect the employees, but the owner- 
manager works on. Meals are irregular and hur- 
riedly eaten; there is a tendency to smoke and 
drink too much. It is not hard to understand why 
dyspepsia is the symptom most commonly com- 
plained of. When the family living quarters are 
directly adjacent to, or above the place of business. 
the ratio of nervous disorder increases, Owners of 
small grocery stores and filling stations work under 
similar conditions and are similarly afflicted—Lov- 
shin, L., L.: Benign Nervousness, Ohio State M.J. 
26: 272 (Oct.) 1950. 
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EARLY NORTH CAROLINA MEDICINE 
Physicians of the Colonial Period 
Part II 


DoROTHY LONG 
LEXINGTON, KENTUCKY 


Another politically active physician, Dr. 
Abraham Blackall, was one of the witnesses 
in the complaints of the colonists against 
Governor Gabriel Johnston in 1749. On April 
19, there was filed “The Deposition of Abra- 
ham Blackall of Edenton in North Carolina, 
Practitioner in Physic and Chirurgery being 
forty three years of age.’’’ He stated in this 
deposition that he had come to North Caro- 
lina in the year 1730 and that in 1734 he had 
received a commission as clerk of the House 
of Burgesses. 

The journals of the sessions of the assem- 
bly, also printed in the Colonial Records, 
show that Dr. Blackall was on the commit- 
tee for public claims of the lower house of 
the assembly in 1740, and that he introduced 
several bills, some of which reflect his pro- 
fessional interests. Among them were: “A 
Bill appointing Coroners in every County of 
this government and declaring the duty of 
said officers,” and “A Bill for registering of 
Christnings, Marriages & Burials, and pro- 
hibiting private burial.” Both of these bills 
seem to have been passed by the assembly, 
but on February 12, 1740, Dr. Blackall 
“moved for leave to bring in a Bill for an act 
to prevent the abuse of practisers of Physick 
and Chirurgery, and to Ascertain their 
fees,’’*) and this apparently did not become a 
law. In addition to being a member of the 
general assembly of the colony, Dr. Blackall! 
was also one of the commissioners of Eden- 
ton and of its town lands. 

The list of officers and men of the New 
Hanover troops commanded by Captain Wil- 
liam Mackenzie in 1748 includes Samuel 
Greene, Surgeon. Spanish cruisers at that 
time made several raids on the Carolina 
coast, one of them at Brunswick on Septem- 
ber 4, 1748. In this battle a Spanish ship was 
blown up, and some wounded or badly burned 
Spanish soldiers were turned over to Dr. 
Greene for treatment. As he presented a 


*Assistant reference librarian, University of Kentucky, Lex- 
ington, Kentucky. 
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claim against the government for their care, 
some details of the treatment were given. His 
bill, presented September 23, 1748, is for 
medicines, dressing, and diet of the Spanish 
prisoners. Some quotations from it follow: 

“To medicines and dressing of Joseph Sallad .. . 
whose face, ears, neck, breast, belly and both legs, 
quite round and deep from knee to ankle, very much 
burned, as also both hands very deep, taking at least 
one hour every day to dress him, whose cure I be- 
lieve will be completed about the last of Septem- 

“To one Senitive Mixture, being exceeding cost- 
lie.” 

“To medicines and dressing of Francisco De 
Strades, of a Gun Shot wound, the Ball entering on 
the fore part of the right shoulder, going under the 
blade and lodging near the Right Kidney . . . whose 
cure I believe will be perfected about the 2d of 
October.” 

“To Francisco Gonsallis, being sick.” 

“To a large pectoral Electuary, 12 doses.” 

“To two suppurating Cataplasms.” 

“To Emolient Ointment.” 


The bill for the care of these and three 
other men included food and nursing care as 
well as medical attention, and the total 
charges were 143 pounds, 10 shillings.’ The 
word senitive is perhaps a misspelling of san- 
ative, and the “suppurating Cataplasms” 
may indicate that Dr. Greene believed the 
once widely prevalent theory that “laudable 
pus” was necessary to the healing of wounds. 


By the latter half of the eighteenth cen- 
tury Wilmington had become a town of suf- 
ficient size to need a number of doctors, and 
Janet Schaw, in The Journal of a Lady of 
Quality,” writing of her visit tnere in 1774, 
says that there were very good physicians. 
She mentions Dr. Thomas Cobham most of- 
ten, but two others of whom we have some ac- 
counts are Dr. John Eustace and Dr. John 
Fergus. McRee, in the Life and Correspon- 
dence of James Iredell, describing the society 
of Wilmington in the 1760’s, mentions “Dr. 
John Eustace, the correspondent of Sterne, 
who united wit, and genius, and learning, and 
science,” and “Dr. John Fergus, of stately 
presence, with velvet coat, cocked hat, and 
gold-headed cane, a graduate of Edinburgh, 
and an excellent Latin and Greek scholar.” 


Dr. Eustace is said to have had a library, 
largely medical, but also containing works of 
general literature, obviously including those 
of Laurence Sterne, to whom he sent “ a cu- 
riously carved walking stick, double-headed 
and twisted into all sorts of shapes,” ac- 
companied by a letter, a copy of which, with 
Sterne’s reply, was found among the papers 
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of Judge Iredell and reproduced by McRee. 
The date of Dr. Eustace’s letier is not given, 
but Sterne’s very grateful answer is dated 
February 9, 1768. After introducing himself 
as a great admirer of Tristram Shandy, the 
colonial physician explained the occasion for 
his odd gift. “The only reason that gave rise 
to this address to you is my having accident- 
ally met with a piece of Shandean statuary—- 
I mean according to the vulgar opinion; for 
to such judges, both appear equally destitute 
of regularity or design. It was made by a very 
ingenious gentleman of this province, and 
presented to the late Governor Dobbs; after 
his death Mrs. Dobbs gave it to me. Its sin- 
gularity made many very desirous of pos- 
sessing it, but I had resolved, at first, not to 
part with it, till, upon reflection, I thought 
it would be a very proper and probably not an 
unacceptable compliment to my favorite au- 
thor, and in his hands might prove as ample 
a field for meditation as a buttonhole or 
broomstick.” 

As Dr. Eustace appears to have taken little 
part in politics, few references to him are 
found in the Colonial or State Records, but 
that he was held in high esteem as a physician 
is suggested by a statement in one of the let- 
ters to George Hooper from Archibald Mac- 
laine, much of whose correspondence has 
been preserved. Writing on February 16, 
1782, from Wilmington, Maclaine says of a 
certain Dr. Ingram, “I am sure he is in- 
finitely preferable to any we have here, or 
any we have had since Eustace’s death.” 
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Microfilmed copies of the NORTH CARO- 
LINA MEDICAL JOURNAL are available and 
may be ordered from University Microfilms, 
312 North First Street, Ann Arbor, Michigan. 
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OCTOBER, 1952 


POSTGRADUATE EDUCATION IN 
NORTH CAROLINA 


On page 584 of this issue is an important 
news note from the University of North 
Carolina, stating that a combined staff con- 
ference will be held every Wednesday after- 
noon at 4 o’clock. All physicians are invited 
to attend this conference and to participate 
in the informal question-and-answer part of 
the program. 


Duke and the Bowman Gray Schools of 


_ Medicine have for years offered similar post- 


graduate opportunities to interested physi- 
cians. At Duke a clinicopathological con- 
ference is given every Saturday morning at 
11. Bowman Gray’s CPC is held on Monday 
night at 8 o’clock and is preceded by a half- 
hour’s presentation of interesting cases. 
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These regular weekly conferences offered 
by our three medical schools, together with 
the district meetings and the many other an- 
nual programs arranged in various parts of 
the state, afford the doctors of North Caro- 
lina a wonderful opportuniiy for continuing 
postgraduate education. 


* * 


NORTH CAROLINA MEMORIAL 
HOSPITAL OPENS 


On September 2 the North Carolina Mem- 
orial Hospital—the teaching hospital of the 
University of North Carolina four-year 
medical school—opened its doors for the ad- 
mission of patients. This marks a significant 
chapter in the history of medical care and 
medical aducation in North Carolina. The 
first class of third year medical students en- 
tered the University this fall, and more than 
40 house officers — interns and residents — 
have been waiting since July 1 for the open- 
ing of the hospital. During the interval these 
young doctors have been serving at Duke, the 
North Carolina Baptist Hospital, and other 
hospitals on a sort of lend-lease arrangement. 

The hospital staff is as follows: 


ADMINISTRATION 


Dr. Robert R. Cadmus, Director 
Mr. E. B. Crawford, Jr., Assistant Administrator 
Mr. Joseph P. Greer, Assistant Administrator 


DEPARTMENT OF MEDICINE 

Dr. Charles H. Burnett, Professor and Head of 
Department 

Dr. Thomas T. Farmer, Professor of Neurology in 
Medicine 

Dr. Louis G. Welt, Associate Professor (Metabol- 
ism) 

Dr. John T. Sessions, Jr., Assistant Professor 
(Gastroenterology) 

Dr. Ernest Craige, Assistant Professor (Cardi- 
ology) 

Dr. Jeffress G. Palmer, Assistant Professor (Hem- 
atology) 

Dr. Oscar A. Thorup, Jr., Fellow (Metabolism) 

Dr. Janet J. Fischer, Fellow (Virology) 


DEPARTMENT OF SURGERY 


Dr. Nathan A. Womack, Professor of Surgery and 
Head of Department 

Dr. Paul L. Bunce, Assistant Professor of Surgery 
(Urology) 

Dr. Newton D. Fischer, Assistant Professor of 
Surgery (Otolaryngology) 

Dr. Richard M. Peters, Assistant Professor of 
Thoracic Surgery. 

Dr. Richard B. Raney, Professor of Orthopedic 
Surgery 
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Dr. Colin G. Thomas, Jr., Assistant Professor of 
Surgery 

Dr. Hubert C. Patterson, Assistant Professor of 
Surgery and Anatomy 


DEPARTMENT OF PSYCHIATRY 
Dr. George C. Ham, Professor of Psychiatry and 
Head of Department 
Dr. Edward C. Frank, Associate Professor of 
Psychiatry 
Dr. David Hawkins, Instructor in Psychiatry 


DEPARTMENT OF PEDIATRICS 
Dr. Edward C. Curnen, Professor of Pediatrics 
and Head of Department 
Dr. Arthur H. London, Jr., Associate Pediatrician 
Dr. Sidney S. Chipman, Associate Pediatrician 


DEPARTMENT OF OBSTETRICS 
AND GYNECOLOGY 


Dr. Robert A. Ross, Professor of Obstetrics and 
Gynecology and Head of Department 

Dr. Deborah C. Leary, Assistant Professor of Ob- 
stetrics and Gynecology 

Dr. William A. Graham, Associate Obstetrician 
and Gynecologist 

Dr. Richard L. Pearse, Associate Obstetrician and 
Gynecoloyist 

Dr. Charles E. Flowers, Jr., Assistant Professor 
of Obstetrics 


DEPARTMENT OF RADIOLOGY 

Dr. Ernest H. Wood, Professor of Radiology and 
Head of Department 

Dr. Walter Vaughn, Associate Clinical Professor 
of Radiology 

Dr. Charles A. Bream, Assistant Professor of 
Radiology 

Dr. William Sprunt, III, Assistant Professor of 
Radiology 

Dr. Frederick Gilmore, Clinical Instructor in Radi- 
ology. 

DEPARTMENT OF PATHOLOGY 

Dr. Kenneth M. Brinkhous, Professor of Pathology 
and Head of Department 

Dr. James B. Bullitt, Professor Emeritus of Pa- 
thology 

Dr. Charles B. Taylor, Associate Professor of Pa- 
thology 

Dr. John B. Graham, Assistant Professor of Pa- 
thology 

Dr. George D. Penick, Instructor in Pathology 

Dr. Margaret C. Swanton, Instructor in Pathology 

Dr. June U. Gunter, Instructor in Pathology 

Dr. William J. Cromartie, Associate Professor of 
Bacteriology and Director of Bacteriological Lab- 
oratory 

Dr. Robert H. Wagner, Research Associate in Pa- 
thology and Biochemistry 


DEPARTMENT OF ANESTHESIOLOGY 
Dr. David A. Davis, Professor of Anesthesiology 
and Head of Department 
Additional appointments are being made to com- 
plete the fuil cinical staff. Appointments in neuro- 
surgery and ophchalmology are currently pending. 


On behalf of the doctors of North Caro- 


lina the North Carolina Medical Journal ex- 
tends congratulations and best wishes to our 


NORTH CAROLINA MEDICAL JOURNAL 


October, 1952 


state University as its medical school ex- 
pands into a four-year institution, and to its 
indispensable teaching unit, the North Caro- 
lina Memorial Hospital. 


* * 


BRITISH COMMENTS ON AMERICAN 
MEDICAL EDUCATION 


The British Medical Journal for August 30 
is an educational number. Three of the 11 
articles deal with graduate education in 
America. It is an interesting experience to 
see ourselves as others see us; or, at least, 
as our British cousins see us. 


Dr. W. Melville Arnott, who wrote the 
first, spent most of his time in Boston, at 
Harvard and its teaching hospitals, especially 
the Massachusetts General Hospital. Dr. Ar- 
nott was greatly impressed by the hospitality 
shown him, as well as by the “free associ- 
ation between staff of all grades of seniority 
and students both graduate and postgraduate 
and the easy terms of personal friendship 
which exerted a profound influence on the 
outlook of all. . . . In such an environment 
it is possible to mature quickly and yet to be- 
come senior in rank and old in years without 
becoming dogmatic, pompous, and unrecep- 
tive to new ideas.” 


The intriguing observation was made by 
Dr. Arnott that such schools as Harvard 
really need not worry about financial sup- 
port, for “financial and material support is 
a secondary acquisition which follows natura- 
ally . . . support tends to go to the school 
which knows how to make use of it.” 


Dr. Arnott further comments that limiting 
the numbers of students to relatively small 
classes is of great value in a teaching pro- 
gram, since “The free inierchange of ideas, 
the exhaustive debate, and the intimate con- 
tact is impossible with large classes.’ Other 
features which came in for commendation 
were the clinicopathological conferences, the 
“grand rounds,” and the intense enthusiasm 
of teachers, house officers, and siudents. 


In his final paragraph, Dr. Arnott pays 
tribute to American education generally: 
“Although I have confined myself largely to 
experiences in Boston, I found in my briefer 
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visits to many other clinical centres, such 
as Rochester, N. Y., the Trudeau Foundation, 
the Mayo Clinic, Minneapolis, New Orleans, 
Birmingham, Ala., Duke University at Dur- 
ham, N. C., Johns Hopkins Hospital, Uni- 
versity of Pennsylvania Hospital, and the 
Presbyterian and the Bellevue Hospitals in 
New York, the same invigorating intellectual 
climate and excellence of clinical practice.” 


Another traveling fellow, Dr. C. F. Haw- 
kins, spent most of his time in America at the 
graduate Hospital of the University of Penn- 
sylvania. He, too, was complimentary, but 
more critical than was Dr. Arnott. “In Bri- 
tain the clinical approach and good bedside 
teaching are characteristic, whereas in 
America the laboratory aspect is highly de- 
veloped.” Immediately, however, he qualified 
this generalization by saying that it does in- 
justice to many outstanding American physi- 
cians “whose clinical acumen is above re- 
proach,” as well as to the numerous centres 
in Britian “where there is a perfect blend 
of the clinical and scientific approach.” 


Dr. Hawkins was quite impressed by the 
audiovisual aids used in medical teaching in 
the United States, and with the emphasis 
placed upon the need for keeping up with 
medical advances. 


In the editorial section of the same Jour- 
nal, an “Annotation,” discussing “Study 
Abroad,” gives the advantages of visiting 
medical centers in other countries: “Nor is 
there anything quite like contact with the 
foreign doctor for blowing away a few medi- 
cal myths, for encouraging a critical outlook 
through comparing ‘ours’ with ‘theirs,’ for 
becoming a little wiser and more understand- 
ing. The number of traveling scholarships 
and fellowships awarded annually is increas- 
ing.”’ Then follows quite a compliment to 
American medical education: “Many, but not 
all, of these aids to foreign travel and study 
take the holder to the United States, and 
these are naturally the ones most sought af- 
ter. Two very readable articles in this issue 

. show why British doctors usually find 
a visit to the United States so stimulating 
and educative.” 


This, from the British Medical Journal, is 
indeed praise from Sir Hubert. 
* * 
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HOW TRUTHFUL IS TRUMAN? 


On September 25 an Associated Press dis- 
patch said: 


“President Truman said today he thought his Phil- 
adelphia speech on medical care for the American 
people, rather than an American Medical Association 
victory, caused the A. M. A. to disband its group to 
set up to fight his national health program. 


“The President commented after he was told at 
a news conference that the A. M. A. was disbanding 
its special committee opposed to the Truman health 
plan on the ground that it was no longer necessary. 


“Truman said he thought what finished the battle 
was a certain speech the President made at Phila- 
delphia. He asserted the A. M. A. officials admit now 
by their action that they have been wrong.” 


Immediately Dr. Louis Bauer, president of 
the A.M.A., replied: 


“The American Medical Association will never 
cease its fight against national compulsory health in- 
surance. Mr. Truman’s Philadelphia speech had no 
bearing whatsoever on the decision to disband a 
special committee set up to conduct an intensive 
short-term, educational program against socialized 
medicine. This decision was reached by the A. M. A. 
House of Delegates last June, and was widely publi- 
cized at the time. 


“The National Education Campaign was merely 
one intensive phase in the medical profession’s long- 
range effort to keep medical care on a voluntary 
basis. This effort will continue as long as attempts 
are made to shackle people’s health in bureaucratic 
red tape. 


“Mr. Truman is naive indeed if he believes that 
any speech he delivers could change the medical pro- 
fession’s basic beliefs concerning high quality medi- 
cal care.” 


On October 7 Mr. Raymond Moley com- 
mented on another speech by our President. 


“President Truman in his speech at the dedication 
of the Hungry Horse Dam in Montana was at his 
most unscrupulous worst . . he provided an example 
of recklessness which I hope will never be repeated 
by any President .. . 


“The solid fact emerges that the President of the 
United States, standing upon the eminence offered 
him by his high office, is crossing the country scat- 
tering on all sides not only the cheapest sort of 
demagogic comments, but actual violations of the 
simple truth.” 


Since President Truman has been quick to 
accuse his opponents of telling lies and even 
“damned lies,” John Q. Citizen may be par- 
doned for asking the question, “How truth- 
ful is Truman?” 
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PUBLIC RELATIONS 


“The prime object of the medical profes- 
sion is to render service to humanity...” so 
reads the first sentence of the Principles of 
Medical Ethics. In keeping with these prin- 
ciples, the objective of any echelon of the 
medical profession should have as its aim: 
to improve physician-patient relationships 
by encouraging the individual physician to 
administer his services promptly, efficiently, 
and courteously, with understanding of the 
patient as an individual. Most Tar Heel phy- 
sicians are aware of their need to carry on 
good personal public relations with their pa- 
tients. 

The physician also has a responsibility as 
a citizen. By the very nature of his back- 
ground he is an objective student of the hu- 
man body in health and disease. The same 
kind of objective approach could logically fit 
into a diagnosis and treatment of the ills of 
a community. But there are instances where 
physicians in the past have denied themselves 
the privileges and opportunities for civic ser- 
vice. Ever increasing community service will 
convince people that the physician is vitally 
concerned with the public good and that his 
thoughts on controversial subjects are im- 
portant to all. 

Much has been said in the past year or so 
about the need for an objective public rela- 
tions program by each of the county societies 
of the medical profession in North Carolina. 
Several county medical societies recently 
have adopted measures leading to a better un- 
derstanding between the public and the doc- 
tors. However, others must realize that an 
intelligent and energetic program of public 
relations will do much to strengthen the con- 
fidence of the public in the profession. Such 
a program automatically generates increased 
prestige—a matter of primary importance to 
the progress of the local societies. 

The medical service program of the State 
Society’s Committee on Public Relations in- 
cludes among other things the following six 
major objectives: 

1. Encouraging the selection of a family 
doctor for every person in every county be- 
fore an emergency arises. 

2. The establishment of Emergency Call 
or Answering System in communities of 
adequate size. 
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3. Medical-Press-Radio-Civic Leader con- 
ference or luncheons, to foster a better mu- 
tual understanding of the other fellows prob- 
lems. 

4. Establishment of Medical-Press-Radio 
Code of Ethics or Code of Cooperation, 
worked out on a county basis or community 
area. 

5. Establishment of County Medical So- 
ciety Speakers Bureaus and the organization 
of plans for the utilization of such bureaus; 
keeping in mind that the public may not un- 
derstand the outstanding scientific or medi- 
cal paper, but still expect an interesting pre- 
sentation from a physician. 

6. Promotion of the sale of Voluntary 
Health Insurance. Local encouragement of 
the sale of the “Doctors’ Plan” as a sincere 
effort on the part of North Carolina’s physi- 
cians to offer protection to the lower income 
families against catastrophic illness. 

The idealistic attitude of doing a good job 
and letting the credit take care of itself be- 
comes passé when adopted by an organiza- 
tion operating in the high pressure atmos- 
phere of today. Not only is it desirable that 
the group attract to itself as much favorable 
attention as possible; it is further advisable 
for it to dramatize its service and accomplish- 
ments in such a way that they will have 
maximum personal meaning to as many in- 
dividuals outside the profession as possible. 
The organization which lets its light so 
shine before men that they may see its good 
works will be glorified. 

The job of influencing public opinion, 
meanwhile, is not one that can be done over- 
night. A good strong editorial in next week’s 
paper won’t do it, nor will a series of radio 
programs — not any more than one rock 
thrown into a lake will raise the water level 
significantly. Yet, in the words of Congress- 
man Walter H. Judd, M.D., of Minnesota, 

“The thing that’s moving wins. The drop 
of water wears away a stone, but the thrown 
stone breaks the surface of the water.” 

Abraham Lincoln summed it up in the 
statement: “Public sentiment is everything. 
With public sentiment nothing can fail; with- 
out it nothing can succeed; consequently he 
who molds public sentiment goes deeper than 
he who enacts statutes.” 

Public opinion, except in dramatic cases 
of common disaster or international outrage, 
is inclined to change slowly. It can be done 
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without great subtlety, but not without con- 
tinuity and persistence. 

All public relations are not based on publi- 
city, but good publicity is a part of good pub- 
lic relations. More and more county medical 
societies are finding that press conferences 
or luncheons can be helpful as a means of 
stimulating understanding and cooperation 
with the fourth estate. 

At a recent meeting of the A.M.A. Public 
Relations Advisory Committee the subject 
of how to handle unfavorable articles, espec- 
ially newspaper stories, was discussed at 
some length. Director of Press Relations, 
John L. Bach, says the subject primarily con- 
cerned stories dealing with the medical pro- 
fession or medical policies; not medical sci- 
ence stories. 

Mr. Bach states: “The concensus of the 
committee was that letters to the editor 
were usually valueless. A friendly personal 
call on the editor immediately after such an 
article appears, acquainting him with the 
true facts, was felt to be the most effective. 
It is very obvious that an editor will appre- 
ciate the medical society’s cooperation and 
will be perfectly willing to print the facts 
in follow-up stories. Such a meeting, too, 
might provide a springboard for editorial 
comment,” he concluded. 

In the words of John Knox, “You cannot 
antagonize and influence at the same time.” 

WILLIARD N. HUBBARD 
Executive Assistant 
for Public Relations 


Lilly Isolates New Antibiotic 

A promising new orally administered antibiotic, 
effective against a wide variety of organisms and 
remarkably free of toxic effects, is reported in the 
June issue of the journal, Antibiotics and Chemo- 
therapy. The name ‘Ilotycin’ (Erythromycin, Lilly) 
has been given the new agent which is a discovery 
of the Lilly Research Laboratories. ‘Ilotycin,’ which 
climaxes a five-year program of intensive research 
in this field, is obtained by culture of an actinomy- 
cete isolated from a sample of soil collected in the 
Philippine Islands. 

Preliminary clinical trial has been carried on in 
more than 100 patients without appearance of gas- 
trointestinal disturbances seen with some other anti- 
biotics and without evidence of toxic effects or sen- 
sitization reactions, 

The new antibiotic does not destroy the colon 
bacillus in the intestinal tract and thereby the nor- 
mal flora of the bowel remains unaffected. 

Although clinical trials look encouraging, several 
months will elapse before ‘Ilotycin’ is thoroughly 
investigated and considered ready for general dis- 
tribution. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Infant mortality in six major premature centers 
in North Carolina has been cut one-half as a result 
of the course in nursing care in cooperation with 
the Duke University School of Nursing, Dr Robert 
J. Murphy, pediatric consultant, State Board of 
Health, said recently. The course at Duke began 
last fall, sponsored by the North Carolina Pediatric 
Society and administered by the State Board of 
Health. 

Although there were 8,953 premature infants 
born, representing 8.1 per cent of total births, in 
North Carolina during 1951, infant mortality was 
cut in half at Duke and Watts Hospitals, Durham; 
North Carolina Baptist Hospital, Winston-Salem; 
Parkview Hospital, Rocky Mount; James Walker 
Hospital, Wilmington; and Victoria Hospital, Ashe- 
ville, Dr. Murphy reports. 

* * * 


The Sixty-fifth General Hospital Unit will cele- 
brate its tenth anniversary of call to active duty with 
a reunion at Duke University, October 31-November 
1, according to an announcement by Dr. Ivan Brown, 
acting general secretary. This will be the second re- 
union since the Duke unit was assigned to active 
duty in July, 1942. Most of the 170 present and for- 
mer officers and nurses of the unit are expected to 
attend the two-day program. 

Since the war the Sixty-fifth has been established 
as a permanent Reserve Army Hospital unit. 

The Sixty-fifth originated during World War I, 
as the Sixty-fifth Base Hospital, comprised of North 
Carolinians serving under the late Dr. Frederic M. 
Hanes, professor of medicine at Duke Medical School. 

Highlight of the program will be an address by 
Brigadier-General Rawley Chambers, chief of pro- 
fessional services, Surgeon General’s Office, on 
ent Day Handling and Care of Casualties in the 


Korean War.” 
* 


The American Academy for Cerebral Palsy, a top 
national group of medical specialists, held its annual 
meeting at the Duke University School of Medicine 
and the North Carolina Cerebral Palsy Hospital, 
October 2-4. The first day of the meeting was de- 
voted to clinical demonstrations by the staff of the 
North Carolina Cerebral Palsy Hospital and the 
second day to scientific papers by members. 

Academy membership consists of specialists from 
over the United States in orthopedics, pediatrics, 
physical medicine, neurology, psychiatry, ophthal- 
mology, psychology and speech pathology. Only men 
who have contributed to the medical literature on 
the subject or who have done research in the field are 


selected. 
* * * 


A new 16-ounce tube-mask and haif an ounce of 
a special brand of a common commercial liquid are 
revolutionizing medical care in minor medical treat- 
ment and dentistry at Duke University. The new 
mask is a Duke inhaler, a simply designed rubber 
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mask attached to a small cylinder which is held 
easily in the hand and administered by the patient 
himself when he feels pain. 

The inhaler, designed by Dr. C. R. Stephen, as- 
sociate professor of anesthesiology at Duke Hospital 
and Duke Medical School, and George Newton of the 
Duke Medical Research laboratory, can be used in 
the doctor’s office, in the operating, delivery or 
emergency rooms, first aid stations, at home, or en 
route to the hospital. 

The clear, blue liquid is “Trilene,” a brand of 
highly purified trichlorethylene, which is used com- 
mercially in dry cleaning processes—and was de- 
veloped as an anesthetic by the British during the 
war. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


The staff of the University of North Carolina 
School of Medicine will hold a combined staff con- 
ference every Wednesday afternoon at 4:00 o’clock 
in the auditorium on the fourth floor of the Clinic 
Building. Members of the basic science and clinical 
departments of the School of Medicine, after discus- 
sing patients presenting interesting or difficult prob- 
lems in diagnosis and management, will join with the 
audience in asking and answering questions rel- 
evant to the patient being discussed. A cordial invi- 
tation is extended to all physicians to attend this con- 
ference. Since the informal question-and-answer part 
of this program will be emphasized, it is hoped that 
physicians from all over the state who are in the vi- 
cinity of Chapel Hill any Wednesday afternoon will 
attend and participate in this conference. 


ok * * 
Dr. Ernest H. Wood, professor of radiology, pre- 


sented a paper on “Some Factors which Affect the 
Value of Carotid Angiography in the Diagnosis of 
Brain Tumor” at the annual meeting of the Neuro- 
surgical Society of America in September; he also 
took part in a panel discussion on “Diagnosis and 
Treatment of Vascular Anomalies of the Brain.” 


* * 


Dr. Ernest Craige, of the Department of Medicine, 
has received a grant of $13,780 from the National 
Heart Institute for an expanded teaching program in 
cardiovascular diseases. Dr. Craige met with the 
Rowan County Heart Association on September 25 
and discussed “Progress in Heart Disease Research.” 


* * 


Dr. Thomas W. Farmer, professor of medicine in 
neurology, has been awarded a grant of $10,692 by 
the U.S. Public Health Service for continuation of 
studies of the use of radioactive iodine preparations 
in chronic infections. 


* * * 


Members of the staff were invited to the Septem- 
ber meeting of the Ninth District Medical Society at 
Morganton. Dr. W. R. Berryhill gave the introduc- 
tory remarks regarding the Medical School and 
Hospital; other staff participants were: Dr. Ernest 
Craige, assistant professor of medicine, on “Rheu- 
matic Heart Disease”; Dr. Edward C. Curnen, Jr., 
professor of pediatrics, on “Rheumatic Fever and 
Rheumatic Heart Disease in Childhood’; Dr. Robert 
A. Ross, professor of obstetrics and gynecology, on 
“Hypertensive Cardiovascular Disease in Preg- 
nancy”; Dr. Nathan A. Womack, professor of sur- 
gery, on “Common Pre-and Post-Operative Prob- 
lems”; and Dr. George C. Ham, professor of psy- 
chiatry, on “Minor Neuroses.” 
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Dr. Edward C. Curnen, Jr., professor of pediatrics. 
presented a paper on “Recent Advances in Poliomye- 
litis” at the State Hospital at Butner on October 8 
and one on “Recent Advances in Pediatrics” before 
the Academy of Medicine of Rocky Mount on October 
16. During September he took part in meetings of 
the North Carolina Pediatrics Society and the Guil- 
ford County Pediatric Society. 


* * & 


Dr. Jeffress G. Palmer, of the Department of Med- 
icine, spoke to the Cabarrus County Medical Society 
on “The Diagnosis and Management of Anemia” at 
its September meeting. 


* 


Dr. Edward C. Frank, associate professor of psy- 
chiatry, attended the Southeastern States Research 
Conference of the American Psychiatric Association 
held at Emory University on September 25 and 26. 


* * 


Dr. George C. Ham, chairman of the Department 
of Psychiatry, delivered the annual Whitehead Lec- 
ture to the faculty and student body of the Medical 
School on September 23 as a part of the orientation 
program for new students. His topic was “Changing 
Concepts of Integrated Medicine.” 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 


The North Carolina Academy of General Practice 
held its fourth annual Scientific Assembly in con- 
junction with the Bowman Gray School of Medicine 
of Wake Forest College, in Winston-Salem, October 
19, 20, 21, with headquarters at the Robert E. Lee 
Hotel. 

The program at the Hotel featured such out- 
standing speakers and clinicians as Dr. Robert 
Greenblatt, Department of Endocrinology, Medical 
College of Georgia; Dr. Frank Borzell, assistant pro- 
fesor of Roentgenology, University of Pennsylvania 
Post-graduate School and past speaker of the House 
of Delegates of the American Medica! Association; 
Dr. Harry Warthern, professor of clinical surgery, 
Medical College of Virginia; and Dr. Louis Krause, 
professor of clinical medicine, University of Mary- 
land Medical School. Many of the outstanding clini- 
cians and professors of the Bowman Gray School of 
Medicine were featured at the lectures in their am- 
phitheater. Clinical presentations and two clinicopa- 
thologic conferences were conducted there, The 
President’s Banquet was held Tuesday evening. 

Entertainment for the ladies included a buffet din- 
~ and dance, a tour of Old Salem, and a fashion 
show. 


DURHAM-ORANGE COUNTY HEART 
ASSOCIATION 


Dr. Paul Dudley White of Boston will be the 
speaker at the annual meeting of the Durham- 
County Heart Association on Friday, October 31. 

Dr. White will speak informally to Duke doctors 
at a luncheon held at Duke Hospital. At 3:30 P. M. 
the amphitheater of the new North Carolina Mem- 
orial Hospital will be inaugurated with a panel dis- 
cission on coronary atherosclerosis, which will be 
open to all doctors. Participants in addition to Dr. 
White will be Dr. Paul Camp, Richmond, Virginia, 
Dr. Edward Orgain of Duke University School of 
Medicine, and Dr. Bruce Taylor and Dr. Ernest 
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Craige of the University of North Carolina School 
of Medicine. At 6 p.m. a small, informal supper will 
be given for Dr, White at the Carolina Inn. 

The annual meeting of the association will be held 
at Carr Junior High School, Morgan and Duke 
Streets, Durham, at 8 p.m. Following a short busi- 
ness meeting, Dr. White will deliver a talk on “Three 
— Eras.” This session will be open to the pub- 
ic. 

On Saturday, November 1, Dr. White will address 
—" students of the University of North Caro- 
ina. 


NORTH CAROLINA SURGICAL ASSOCIATION 


The North Carolina Surgical Association met at 
Roaring Gap on September 13, at which time the fol- 
lowing scientific program was presented: “Chronic 
Recurrent Pancreatitis” by Dr. Joe Van Hoy of 
Charlotte; “Subdural Abscess Caused by Frontal 
Sinusitis” by Dr. William Pitts of Charlotte; and a 
round table discussion on “Malignant Melanoma” 
led by Drs. H. B. Kernodle of Burlington, Jane Wil- 
son of Durham, and Max Schiebel of Durham. 

Officers elected for the coming year were Dr. L. 
Gordon Sinclair of Raleigh, president; Dr. F. M. 
Simmons Patterson of New Bern, vice president; and 
Dr. Alexander Webb, Jr., of Raleigh, secretary- 
treasurer. 


CARTERET COUNTY MEDICAL SOCIETY 


The Carteret County Medical Society met Monday 
evening, September 8, at the Morehead City Hospi- 


tal. This was a dinner meeting, the hospital acting 
as host. 

The Public Relations Committee of the Society 
made a report with certain recommendations. Among 
the recommendations were: 

1. That it be suggested to the new families com- 
ing to the county that they select a family doctor 
and make his acquaintance before illness strikes. 
This would mean that the family would not be in 
the position of having to call a strange doctor to the 
bedside. Several of the physicians present stated 
that in their experience it was not uncommon for 
newcomers to do this. 

2. That through the hospital 24 hour medical ser- 
vice be available to all patients whether the family 
physician could be reached or not. (It is understood 
that this arrangement is now in effect.) 

3. That health radio transcripts be sponsored by 
the Medical Society. 

4. That all physicians keep their office waiting 
room supplied with authentic bulletins on timely 
health and medical topics which wouid be free to all 
patients. 

5. That the Society provide a committee known 
as the Grievance Committee, which would hear com- 
plaints on the part of any citizen in connection with 
hospital or doctor fees, or any other medical matter. 
These complaints should first come to the attention 
of the president of the society, and he would refer 
them to the Grievance Committee for investigation. 

The Society approved all of the recommendations 
of the Public Relations Committee. This committee 
is composed of Dr. N. Thomas Ennett, chairman, and 
Drs. F. E. Hyde and John W. Morris. 

No scientific paper was presented at this meeting. 

Dr. M. B. Morey, president, presided. 

N. THOMAS ENNETT, M.D. 
Corresponding Secretary 
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FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society held a dinner 
meeting in Winston-Salem on September 9. Speaker 
of the evening was Dr. W. W. Zuelzer, pathologist 
and hematologist of Children’s Hospital of Michigan 
and Wayne University College of Medicine, Detroit, 
whose subject was “Management of Anemias in 
Childhood.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


Dr. K. D. Weeks and Dr. John Chambliss were 
speakers at the monthly meeting of the Edgecombe- 
Nash Medical Society held in Rocky Mount on Sep- 
tember 10. Dr. J. B. Christian of Spring Hope was 
welcomed as a new member. 


NEWS NOTES 


Dr. Walter R. Graham of Charlotte was certified 
by the American Board of Ophthalomology, follow- 
ing the examinations held in Philadelphia in June. 

ok 

Dr. Lockert B. Mason has announced the opening 
of his offices for the practice of general and thoracic 
surgery in Wilmington. 


AMERICAN MEDICAL ASSOCIATION 


Dr. Louis H. Bauer of Hempstead, New York, 
president of the American Medical Association, an- 
nounced today that Dr. Elmer L. Henderson of Louis- 
ville, Ky., Chairman of the A. M. A. Coordinating 
Committee, and Clem Whitaker and Leone Baxter, 
directors of the A. M. A. National Education Cam- 
paign, have resigned their A. M. A. assignments to 
participate in the presidential campaign. 

Dr. Bauer’s statement follows: 

“Dr. Elmer L. Henderson of Louisville, Kentucky, 
chairman of the Association’s Coordinating Commit- 
tee, which has supervised the campaign against 
socialized medicine, has resigned his committee chair- 
nmianship so that he may be free to participate in the 
presidential election campaign. 

“Clem Whitaker and Leone Baxter, Directors of 
the A. M. A. National Education Campaign, have 
asked to be released from their public relations as- 
signment for the same reason. 

“These resignations mark the official termination 
of the A. M. A. National Education Campaign, which 
for the past four years has been eminently success- 
ful in arousing the American people to the dangers 
of socialized medicine, and which has played a vital 
part in accelerating the growth and development of 
voluntary health insurance. The American Medical 
Association, on this occasion, wishes to thank the 
American people for their heartening demonstration 
of confidence and support. 

“The A. M. A., as a nonpartisan, professional or- 
ganization, is barred, both ethically and legally, 
from participating in election campaigns, which ex- 
plains the action of Dr. Henderson and Mr. Whita- 
ker and Miss Baxter in asking for their release from 
A. M. A. duties. The association will take no part in 
the presidential election, except to join with other 
nonpartisan groups in urging all eligible voters to 
cast their ballots on election day, regardless of their 
affiliations or preferences. Individual doctors, of 
course, are entirely free to engage in election activi- 
ties and, in fact, have a very real responsibility to 
make their influence felt for good government.” 

* * 

The sixth annual Clinical Session of the American 
Medical Association—meeting December 2-5 in Den- 
ver—will feature practical demonstrations on var- 
ious phases of medicine of special educational value 
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TEMPTATION 


tip: Desoxyn Hydrochloride will make 


the dieting patient a better bet than before by curbing his appetite 


and elevating his spirits. More potent than other sympathomimetic 
amines, Desoxyn produces the desired anorexia with smaller doses. 
Only one 2.5-mg. or 5-mg. tablet before breakfast and another 
an hour before lunch are usually sufficient. 
In recommended doses, Desoxyn has quicker action, longer 
effect and a low incidence of side-effects. It is also effective 
as an adjunct in depressive states accompanying 
menopause, extended illness and convalescence, 
and in the treatment of alcoholism and narcolepsy. 
Available at all pharmacies in 2.5-mg. 
and 5-mg. tablets, elixir and 1-ce. ampoules. Abbott 


Desoxyn hydroch 


(Methamphetamine Hydrochloride, Abbott) 


Smaller 
Dosage 


Quicker 
Action 


Longer 
Effect 


Minimal 
Side-effects 


oride 
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to the general practitioner. More than 60 scientific 
exhibits will provide the GP with a postgraduate 
course in such subjects as office anesthesia, cardio- 
logy, dermatology, endocrinology, gynecology, labo- 
ratory procedures, otolaryngology, pediatrics and 
proctology. Emphasis will be on diagnosis and treat- 
ment. 

In addition to scientific papers presented by lead- 
ing physicians from all over the United States, high- 
lights of the meeting will include a large technical 
exhibit, and surgical and clinical demonstrations on 
color television and motion pictures. All technical and 
scientific exhibits and scientific sessions will be held 
at Denver’s recently-enlarged Municipal Auditorium. 


* * * 


A program to interest general practitioners in in- 
dustrial medicine recently was launched by the joint 
committee on education of the American Academy of 
General Practice and the Council on Industrial 
Health of the American Medical Association.' The 
project proposes to encourage an understanding of 
industrial health problems by management and phy- 
sicians and to develop an education program geared 
to the GP on both the undergraduate and postgrad- 


uate level. 
* 


The Committee on Pesticides of the American 
Medical Association currently is undertaking a coun- 
try-wide toxicologic study of cases of poisoning re- 
sulting from the use of insecticides, rodenticides, 
fungicides, weed killers, fumigants, repellents and re- 
lated types of chemicals used in agriculture and the 
home. This information will be used to expand its 
permanent file of such cases for use by physicians 
and allied medical personnel. 

Since much of the committee’s information on pes- 
ticide poisoning has been compiled from unpublished 
isolated cases which were brought to its attention, 
the committee appeals to physicians to submit rec- 
ords on cases of non-fatal and fatal poisonings from 
pesticides. The committee points out that summary 
data on the pertinent facts of the poisonings and the 
circumstances of their occurrence would be sufficient 
in most instances. The committee is functioning as a 
center for reporting this type of poisoning cases. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The fifth annual postgraduate course on the Re- 
cent Advances in Diseases of the Chest, sponsored 
by the Council on Postgraduate Medical Education 
and the New York State Chapter of the American 
College of Chest Physicians, will be presented at the 
Hotel New Yorker, New York City, November 10-14, 
1952. 

This course is open to all physicians, but the regis- 
tration will be limited. Tuition fee is $50.00; appli- 
cations will be accepted in the order in which they 
are received. i 

A copy of the prospectus together with an applica- 
tion form can be secured from the Executive Direc- 
tor, American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Illinois. : 

This course has been approved for credits by the 
American Academy of General Practitioners. 


NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


Conservation of human resources will be the theme 
of the twenty-ninth annual convention of the 
National Society for Crippled Children and Adults 
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to be held at San Francisco’s Fairmount Hotel, Oc- 
tober 26-29, according to an announcement by Law- 
rence J. Linck, executive director of the Easter Seal 
Society. 

Hundreds of volunteers and professional workers 
with the crippled are expected to attend the conven- 
tion marking the thirty-first anniversary of the 
National Society. Nationally recognized authorities 
in all professional fields related to the handicapped 
will participate in the program. 

Davis E. Geiger, Ashland, Kentucky, president of 
the Easter Seal Society and a nationally known 
leader in work for crippled children for more than 
25 years, will preside at the four-day meeting. 

The convention, which will feature general ses- 
sions during the morning and seminars for profes- 
sional workers in special fields in the afternoon, will 
officially open Monday, October 27, with presenta- 
tion of the colors by handicapped Girl Scouts of the 
San Francisco area, followed by a roll call of states. 


AMERICAN MEDICAL WRITER’S ASSOCIATION 


Dr. Walter C. Alvarez of Chicago, nationally 
known medical editor, author and teacher, has been 
honored as recipient of the first Honor Award to be 
given by the American Medical Writer’s Association. 
The award, consisting of a gold medal and certificate 
was presented to Dr. Alvarez at the dinner on the oc- 
casion of the ninth annual meeting of the association 
at the Jefferson Hotel, St. Louis, October 1. Dr. Al- 
varez is editor-in-chief of Modern Medicine, profes- 
sional lecturer at the University of Illinois College 
of Medicine, and has had a distinguished career as 
gastroenterologist and teacher at the Mayo Founda- 
tion, University of Minnesota. 

Dr. Harold Swanberg of Quincy, Illinois, nation- 
ally known radiologist, medical editor and organizer, 
was honored on the same occasion as recipient of the 
first Distinguished Service Award to be given by 
the American Medical Writer’s Association. Dr. 
Swanberg is editor of the Mississippi Valley Medical 
Journal and Radiologic Review, secretary of the 
Mississippi Valley Medical Society (since 1935), and 
secretary of the American Medical Writer’s Associa- 
tion since the organization in 1940. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


Dr. Willard O. Thompson, Chicago, nationally 
known endrocinologist, teacher and medical author, 
has been honored by the Mississippi Valley Medical 
Society as its Distinguished Service Award Recipient 
for 1952. The award, consisting of a gold medal and 
a certificate, was presented to Dr. Thompson at the 
banquet on the occasion of the seventeenth annual 
meeting of the society at the Jefferson Hotel, St. 
Louis, October 2. Dr. Thompson is professor of Med- 
icine, University of Illinois, editor of the Journal of 
Clinical Endocrinology and past-president of the 
Mississippi Valley Medical Society. 

Dr. Philip S. Hench of Rochester, Minnesota, in- 
ternationally known internist and research worker, 
was also honored by the Society as its Honor Award 
Recipient for 1952. Dr. Hench is professor of med- 
icine, Mayo Foundation, University of Minnesota, 
and a 1950 Nobel Laureate in physiology and medi- 
cine. 
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~ 46th Annual Meeting 
SOUTHERN MEDICAL ASSOCIATION 


Miami, November 10-13 


A most cordial welcome awaits physicians 
of the South attending the Miami meeting 
of the Southern Medical Association. The 
meeting will consist of forty-nine half-day 
sessions presented by the twenty-one sec- 
tions of the Association, which embrace 
every phase of medical practice. In addi- 
tion to the section sessions there will be a 
general session, the annual dinner of the 
Association and outstanding scientific and 
technical exhibits. 


This meeting will be the opportunity of 
the year for physicians of the South to at- 
tend a complete general medical meeting 
and at the same time enjoy a much-needed 
vacation during one of the most delightful 
periods of the year in beautiful Miami. 


All activities of this meeting will be in 
the Municipal Auditorium in Bayfront 
Park and in near-by hotels, everything 
within walking distance. Good hotel ac- 
commodations are available tor all who 
wish to attend this outstanding medical 
meeting. 


Regardless of what any physician may be 
interested in, regardless of how general or 
how limited his interest, there will be at 
Miami a program to challenge that interest 
and make it worthwhile for him to attend. 


Members of state and county medical 
societies may attend. Eligible physicians, 
members of state and county medical socie- 
ties in the South can be and should be 
members of the Southern Medical Associa- 
tion. The annual dues of $10.00 include 
the Southern Medical Journal, a journal 
most valuable to physicians of the South, 
one that each should have on his reading 
table. 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
Birmingham 3, Alabama 
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AMERICAN PUBLIC HEALTH ASSOCIATION 


The eightieth annual meeting of the American 
Public Health Association will meet in Cleveland, 
Ohio, October 20 to 24. The annual meetings of 38 
related organizations will be held at the same time. 
Headquarters will be the Public Auditorium in Cleve- 
land and some 5,000 public health specialists from 
all parts of the free world are expected to attend. 

The American Public Health Association is the 
professional society of more than 12,000 men and 
women in public health work in the United States, 
Canada, Mexico, and Cuba. The annual meeting is 
the largest assembly in the world of public health 
workers. More than 400 speakers and discussants 
will participate in the sessions, workshops and panel 
discussions. Local arrangements are in charge of 
Dr. Harold J. Knapp, Commissioner of Health of 
Cleveland. 


MEDICAL RESEARCH GRANTS ANNOUNCED 
By LASDON FOUNDATION 


Grants for medical research totalling $264,424 
have been appropriated for 1952 by the Lasdon Foun- 
dation, it was announced recently by William S. 
Lesdon, Chairman of the Board. More than a score of 
institutions here and abroad will share in the grants. 

Dr. Morris Fishbein, Editor of the World Medical 
Association Bulletin, and Postgraduate Medicine, is 
one of the consultants to the Lasdon Foundation on 
the making of grants and on research problems. 

The Foundation is a philanthropic organization 
established four years ago by the Lasdon brothers, 
William S., Milton S., Stanley S. and J. S., to sup- 
port research exclusively in the fields of medicine 
and health, an interest stemming from the Lasdon 
family’s long affiliation with the pharmaceutical in- 
dustry. The four Lasdon brothers have been asso- 
ciated for many years in the Nepera Chemical Com- 
pany, pharmaceutical manufacturers of Yonkers, 
New York. 


FEDERAL SECURITY AGENCY 


Public Health Service 

Appointment of Dr. James A. Shannon as Asso- 
ciate Director of the National Institutes of Health 
was announced today by Surgeon General Leonard 
A. Scheele of the Public Health Service, Federal Se- 
curity Agency. 

Dr. Shannon succeeds Dr. Norman H. Topping, 
whose appointment as vice president in charge of 
medical affairs at the University of Pennsylvania be- 
comes effective November 1. For the past three and 
one-half years, Dr. Shannon has served as Associate 
Director of the National Heart Institute, a maior re- 
search unit within the National Institutes of Health. 

Dr. Shannon is widely recognized for his origina] 
research in kidney function, chemotherapy, and ma- 
laria. He has served as guest investigator at the 
Physiological Laboratory, University of Cambridge, 
England, and as a member of the staff of the Marine 
Biological Laboratory at Woods Hole, Massachusetts. 

Dr. Shannon resides at 4511 Sleasord Street, 
Bethesda, Maryland. 

Dr. Norman H. Topping, of the Public Health Ser- 
vice of the Federal Security Agency, has been ap- 
pointed vice president of the University of Pennsyl- 
vania in charge of medical affairs, effective Novem- 
ber 1, Dr. Leonard A. Scheele, Surgeon General, an- 
nounced today. 
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Dr. Topping is associate director of the National 
Institutes of Health at Bethesda, Maryland, research 
branch of the Public Health Service and an assistant 


surgeon general. 


* * 


To stimulate satisfactory uniform labeling of 
chemical products, a Public Health Service commit- 
tee is being reactivated to work with the Manufac- 
turing Chemists Association. 

This labeling program, Dr. Scheele indicated, has 
been developed for bulk packages of chemicals in- 
tended for commercial use and in no way affects the 
provisions of the Federal Caustic Poison Act, which 
applies to some caustic and corrosive chemicals in- 
tended for household use, or the Federal Food, Drug, 
and Cosmetic Act, which requires adequate warnings 
on the labels of all drugs. 


* * * 


To demonstrate how state and local health de- 
partments can help meet the health needs of older 
people, a hygiene of aging program is being estab- 
lished in the Public Health Service of the Federal 
Security Agency, according to an announcement by 
Surgeon General Leonard A. Scheele. 

The program will be operated by the Division of 
Chronic Disease and Tuberculosis of the Bureau of 
State Services, 
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Dr. Cletus L, Krag, former research assistant of 
the Division of Gerontology, Washington University 
School of Medicine, will direct the program. 


* * & 


Detailed physical examinations of over 1,100 
workers in uranium mines and mills in Colorado, 
Utah, New Mexico, and Arizona have revealed no 
evidences of health damage from radioactivity, ac- 
cording to an interim report to the industry re- 
leased by the Public Health Service of the Federal 
Security Agency. 

The examinations are part of a study of occupa- 
tional health conditions in the uranium industry 
that has been under way since 1950. 

(BULLETIN BOARD CONTINUED ON PAGE 592) 
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Pediatrician Wanted: For sale or locum ten- 
ens unopposed pediatric practice. Immedi- 
ately available, leaving for residency train- 
ing. William H. Davis, Jr., M.D., Box 286, 
Elizabeth City, N. C. 
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Identify Yourself With World Health 
through 
THE WORLD MEDICAL ASSOCIATION 
by joining its 
UNITED STATES COMMITTEE, INC. 
(Approved by American Medical Association) 


Membership Brings You. . 


1. Certificate of Membership, your Introduction card to 700,000 doctors of 43 
nations joined in a world-wide movement for the highest possible level of health. 


2. The World Medical Association Bulletin, issued quarterly, and all published 
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BOOK REVIEWS 


Toxemias of Pregnancy. By William J. 
Deickmann, S.B., M.D. Ed. 2. 751 pages. 
Price, $14.50. St. Louis: The C. V. Mosby 
Company, 1952. 

This is the second edition of the text, the first 
having been published in 1941. Rather than a text- 
book, it is a source book on toxemia of pregnancy 
in all its ramifications. The edition is somewhat 
enlarged, and has been completely revised. 

The first portion of the book is devoted to the 
physiology of pregnancy. Considerable stress is 
placed on the changes in the electrolytes and in the 
role of the kidney. The etiology of eclampsia is dis- 
cussed, but no conclusions are drawn, since the solu- 
tion of this problem seems as far away as ever. 
The remainder of the book is devoted to the clini- 
cal aspects, treatment, and ultimate prognosis for 
mother and infant. 

Although the book is not well designed for the 
medical student, it is, as previously stated, an ex- 
cellent review of all the literature concerning this 
particular complication of pregnancy. 

The bibliography is extensive. The index is ex- 
cellent. 


Physician’s Handbook, By Marcus A. Krupp, 
M.D., Assistant Clinical Professor of Medi- 
cine, Stanford University School of Medi- 
cine: Director, Palo Alto Medical Research 
Foundation, Palo Alto; Norman J. Sweet, 
M.D., Assistant Professor of Medicine, Uni- 
versity of California School of Medicine, 
San Francisco; Ernest Jawetz, Ph.D., M.D., 
Associate Professor of Bacteriology and 
Lecturer in Medicine and Pediatrics, Uni- 
versity of California School of Medicine, 
San Francisco; and Charles D. Armstrong, 
M.D., Clinical Instructor in Medicine, Stan- 
ford University School of Medicine. Price, 
$2.50. 380 pages. Los Altos, California: 
University Medical Publishers, 1952. 

This handy pocket-size reference manual is packed 
with bits of information useful to the physician. 
The fact that this is the seventh edition in 11 years 
attests to the place it has made for itself. 

Throughout the book outlines for various types 
of physical and laboratory examinations are given. 
Descriptions of the techniques of many tests, with 
tables of normal values as well as illustrations by 
line drawing techniques, cover both diagnostic and 
therapeutic measures. 

The book is conveniently divided into 30 chapters. 
The ingenious system of black lines at the edge of 
the page in lieu of a thumb index to find chapters 
quickly is used again. In addition there is a detailed 
subject index at the end, This book should be of 
help to medical student technicians as well as prac- 
ticing physicians. 


Living With Cancer. By Edna Kaehele. 
160 pages. Price, $2.00. Garden City, New 
York: Doubleday and Company, 1952. 

The author of this little book tells of her struggle 
to live after a doctor had given her six months to 
wind up her affairs and depart in peace. Since then, 
she has lived six years and is still going strong, al- 
though she says the cancer is still active. It is ob- 
vious that Mrs. Kaehele is deriving a great deal of 
satisfaction from having fooled her doctors, and it 
is hard to escape the suspicion that she dramatizes 
her case considerably. Nevertheless, there is much 
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that a doctor can learn from it, and an uncomfort- 
able amount of truth in many of her comments. For 
example, “Cancer is a deadly, loathsome enemy, and 
one to guard against, but I am convinced that fully 
as many people die of the fear of it as are killed by 
the cancer itself. Campaigns undertaken to ‘educate’ 
the public have all too frequently served only to 
keep alive ancient fears.” 

Mrs. Kaehele is wrong, however, in saying that 
“cancer ... is as out of control today as when it 
was first observed . . . isolated cases are ‘cured’ by 
medical science.” There are too many thousands of 
patients living from 5 to 25 years after treatment— 
or even longer—to be called “isolated cases.” 

Mrs. Kaehele describes in detail her radiation 
therapy, and the dreadful nausea that followed. It 
is quite possible, however, that after her nausea had 
run its course, the return to appetite and strength 
that came gradually may have meant that the treat- 
ment had been more effective than she was willing 
to admit. Certainly all experienced physicians have 
seen patients recover from cancers that seemed 
hopeless before treatment was begun. 

The book should help doctors be more sympa- 
thetic and tactful in dealing with victims of can- 
cer—and should help the victims be more optimis- 
tic. It is to be hoped that Mrs. Kaehele will live out 
her life expectancy, and that the rest of her life 
will be as fruitful as have the six years since she 
was told of her disease. 


The Principles and Methods of Physical 
Diagnosis. Correlation of Physical Signs 
with Physiologic and Pathologic Changes 
in Disease. By Simon S. Leopold, M.D., 
Associate Professor of Clinical Medicine, 
School of Medicine and Graduate School of 
Medicine, University of Pennsylvania; Di- 
rector of the Teaching of Physical Diag- 
nosis, School of Medicine; Chief of the 
Thoracic Clinic, Hospital of the University 
of Pennsylvania. 430 pages with 390 illus- 
trations. Price, $7.50. Philadelphia and Lon- 
don: W. B. Saunders Company, 1952. 

This is yet another textbook on physical diag- 
nosis, evidently issued because of the feeling that 
a really good survey in this field is a crying need. 
Such a volume is surely required, but this effort, 
despite its imposing title, does not fulfill the neces- 
sary criteria. 

While the section on the examination of the chest 
is quite good, this book represents merely another 
attempt along standard lines to cover a subject 
which defies such an approach. In fact, any such 
text which offers only a superficial consideration 
of history-taking and of the correlation of signs 
and symptoms cannot be expected to be the answer. 

The adage, “One picture is worth a thousand 
words,” still holds, but the illustrations must be of 
good quality and not repetitious. A good photograph 
showing cervicofacial actinomycosis might well have 
been substituted for one of the two patients with 
Hodgkin’s disease, and many of the poorer repro- 
ductions should have been omitted entirely. 

There are also several statements with which 
many physicians would take issue. For instance, the 
author states (p. 352), “Subacute bacterial endo- 
carditis . . . is due to streptococcal bacteremia, usu- 
ally of the viridans group,” when many cases of 
gonococcal, coliform, and staphylococcal endocarditis 
have been reported. Again, when luetic aortitis is 
discussed (p, 267), it is not the age of the patient 
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but the duration of the disease which is related to 
the onset of cardiovascular syphilis. Likewise the 
terms “heredosyphilis” and “mitral obstruction” are 
poorly chosen and misleading, Finally, repeating 
many of his fellow authors, the writer makes no 
mention of the delayed deep tendon reflex relaxation 
time so characteristic of myxedema, 

Such an unevenly written and incomplete book 
cannot honestly be recommended to the medical 
profession at large. 


Surgery of the Endocrine System. Recent 
Advances Applied to Surgical Problems. By 
James Hardy, M.D., Assistant Professor of 
Surgery, University of Tennessee Medical 
College. 153 pages. Price, $5.00. Philadel- | 
phia and London: W. B. Saunders Company, 
1952. 


In this book the author has summarized in very 
brief form a wealth of information on present-day 
concepts of the endocrine system, from both a phy- 
siologic and a surgical standpoint. He has paid 
especial attention to the abnormalities of function 
caused by injury or disease. He quotes various au- 
thorities in their special fields of investigation, 
besides giving the reader the benefit of a wide ex- 
perience of his own, The bibliography appended is 
extremely complete. 

The first chapter is an excellent brief discussion 
of the present-day concept of the alarm reaction 
as it applies to the surgical patient. The author 
quotes from various authorities regarding investi- 
gative work on cortisone and ACTH, and theorizes 
on the possible role of ACTH in the production of 
dehiscence of surgical wounds. 

Chapters 2 and 3 discuss body fluids, shock, and 
nutrition. Chapter 4 deals with the process of con- 
valescence, and goes into some detail as to the 
effects of rest in bed and of early ambulation. __ 

In chapters 5 and 6 there are most interesting 
discussions of the relationships between infections 
and hormones, particularly the part that hormones 
play in combatting infection and in speeding repair. 

The remainder of this monograph consists of brief 
but excellent discussions of the surgery of the thy- 
roid, parathyroid, pancreas, adrenals, pituitary, thy- 
mus, and gonads. 

It is rare that one sees such a wealth of informa- 
tion compiled in so small a book. 


Lederle Announces Varidase 

Another Lederle “first’”—Varidase streptokinase- 
streptodornase — announced recently by Lederle 
Laboratories, makes available to the medical pro- 
fession for the first time an enzyme product com- 
bining streptokinase and streptodornase in a single 
clinically-proven product. 

Varidase dissolves clotted blood, viscous pus, and 
fibrinous accumulations within the body. It is use- 
ful in surgery and in skin grafting by aiding in 
the removal of dead tissue and hastening tissue 
regrowth. Furthermore, it clears the way for treat- 
ment with aureomycin and other antibiotics. 

Varidase is indicated in the treatment of hemo- 
thorax, hematoma, empyema, osteomyelitis, drain- 
ing sinuses, tuberculous abscesses, infected wounds 
or ulcers, severe burns, and other chronic suppura- 
tions. Its effectiveness in the treatment of other 
conditions is being extensively investigated and 
gives promise of a far wider range of usefulness. 

Varidase is supplied in vials containing 100,000 
units of Streptokinase and 25,000 units of Strepto- 
dornase. List price per vial is $5.00. 


IN MEMORIAM 


Memoriam 
JARVIS RUSSELL TERRY, M.D. 


Dr. Jarvis Russell Terry, 72, for 41 years a physi- 
cian here and holder of numerous professional and 
public honors during this long period, died at his 
home at 206 West Center Street, Lexington, North 
Carolina, on September 6, 1952. 


Dr, Terry had not been in vigorous health for the 
past two years or more but had continued his prac- 
tice with only brief interruptions since undergoing 
major surgery over two years ago. He was active 
in his medical practice until a very short time be 
fore death. There was rapid decline of his health 
during his last week. 


Dr. Terry was born in Orange County, July 20, 
1880, the son of the late Joseph W. and Queen Betts 
Terry. His esteemed father, a Confederate veteran, 
spent his final years at the home of his son and 
family and had many warm friends in Lexington. 


Dr, Terry graduated from Trinity Park School, 
taught three years in the public schools of South 
Carolina and then attended the University of Nash- 
ville for a year before entering the University of 
Louisville medical school, from which he received 
his medical degree in 1911. 


He married Miss Lola Leigh Morris of Greens- 
boro. She survives him, along with two daughters, 
Mrs. R. C. Seaks of Washington, D. C., and Mrs. 
Allan Pickard of Lexington; one son, Joe G. Terry 
of this city; three grandchildren; a half brother, 
H. G. Terry of Durham, and a half sister, Mrs, F. I. 
Wilson of Jonesboro. 


Throughout the years many honors came to Dr. 
Terry from fellow physicians, local citizens, and 
state officials. He served for a number of years on 
the city school board, was for several years county 
coroner, and had for a dozen years or more been a 
trustee of the North Carolina Tuberculosis Sani- 
torium, serving as a member of the building com- 
mittee during the marked physical expansion of this 
great institution, 


Only last year he was president of the Davidson 
County Medical Society. For some 12 summers he 
attended the Southern Pediatric Seminar of Saluda, 
where fellow ~ en elected him president sev- 
eral years ago. He had served as physician for the 
Junior Order Children’s Home since its opening 
here, and was for years a Southern Railway surgeon. 


Dr. Terry was particularly devoted to the Rotary 
Club, of which he had for many years been a mem- 
ber and of which he was a past president. Over the 
years he had built up a perfect attendance record 
said not to have been equalled by any member in 
the history of the club. 


A loyal and devoted Methodist, Dr. Terry had 
been a member of First Methodist Church here 
since locating in the city, and had served on its 
board of stewards and in other helpful capacities. 


Dr. Terry was a very popular individual generally 
as well as in the elle profession. He was a very 
faithful attendant at many medical meetings, and 
his passing will leave a gap in the medical profes- 
sion of this section that will be hard to fill. 


Respectfully submitted, 

JOHN M. ANDREW, M.D., 
Chairman, Bereavement Committee, 
Davidson County Medical Society 
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Dr. G. Burroughs Mider of Rochester, New York, 
has been appointed Scientific Director at the Na- 
tional Cancer Institute of the National Institutes of 
Health, according to an announcement by Surgeon 
General Leonard A. Scheele of the Public Health 
Service. 

Dr. Mider is professor of cancer research and 
coordinator of cancer teaching in the School of Med- 
icine and Dentistry at the University of Rochester. 


Children’s Bureau 

A special grant to aid children with serious heart 
conditions in 12 Mid-western States has been made 
by the Children’s Bureau, according to an announce- 
ment by Dr. Arthur J. Lesser, director of the Bu- 
reau’s division of health services, Federal Security 
Agency. Children with congenital heart malforma- 
tions, such as “blue babies,’ whose conditions can 
be helped by surgery, will have the chance to be 
operated on by experts in heart disorders. The pro- 
gram will use facilities located at Children’s Memor- 
ial Hospital, Chicago, where there are surgeons and 
members of related professions skilled in diagnosing 
and performing these delicate operations. 


UNITED STATES ATOMIC ENERGY COMMISSION 


Reactor-Produced Polonium Now Available 
for Purchase 

Reactor-produced radioactive polonium - 210 may 
now be purchased at Oak Ridge for research activi- 
ties. This was announced recently by the Isotopes 
Division of the Atomic Energy Commission on the 
eve of the sixth anniversary of the nation’s isotope 
distribution program. 

Polonium is the first reactor-produced radioiso- 
tope to be sold which emits alpha particles. It can 
be used also as a source of high energy neutrons. 

The Isotope Division, a part of the AEC’s Oak 
Ridge Operations, and the U.S. licensing agency 
for purchases of significant quantities of radioactive 
materials, said the newly available polonium is 
needed by research groups for physical and biologi- 
cal investigations. 


VETERANS ADMINISTRATION 


The Veterans Administration is instituting a four- 
month training course in psychiatry and neurology 
to fit the needs of physicians without such previous 
training who are assigned to duty in 22 predomi- 
nantly psychiatric hospitals. Physicians who have 
been engaged in general practice may request this 
training upon applying for a position at one of these 
hospitals. 

The course will be held at the VA Hospitals in 
Coatesvile, Pennsylvania; Palo Alto, Calfornia; and 
a joint Downey-Hines, Illinois, program near Chi- 
cago, Illinois. Physicians will be employed at salaries 
commensurate with their training and experience 
(salary range: $5,500 to $11,800 per annum) and 
assigned to the course with travel and per diem for 
the four-month period. 

Information and applications may be obtained 
from your nearest VA Hospital or Regional Office, 
or by writing to the Chief Medical Director, Veterans 
Administration Central Office, Washington 25, D. C. 
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Dr. Tiffany Lawyer, Jr., an associate in neurology 
at Columbia University, has been appointed as chief . 
of the neurology section, of the psychiatry and 
neurology division, Veterans Administration Depart- 
ment of Medicine and Surgery, Vice Admiral Joel 
T. Boone, USN (MC) Retired, VA Chief Medical 
Director, announced recently. 

A World War II Navy veteran, Dr. Lawyer suc- 
ceeds Dr, Pearce Bailey, who resigned recently to 
accept a position as director of the Institute of 
Neurological Diseases and Blindness of the U. S. 
Public Health Service. 

As chief of the neurology section, Dr, Lawyer 
will coordinate policies in the treatment of more 
than 10,000 veteran patients suffering from neuro- 
logic diseases in VA hospitals and outpatient clinics. 


RE 


Post-Korea veterans who need outpatient treat- 
ment for disabilities that are presumed to have re- 
sulted from their service will be provided needed 
treatment by Veterans Administration until VA 
can determine whether their disabilities actually are 
service-connected. 

Under existing regulations, outpatient treatment 
may be given only for service-connected disabilities 
after VA has determined that the disabilities actu- 
ally are service-connected and then has authorized 
the treatment. 

The change to permit treatment for presumed 
service-connected disabilities before final determi- 
nation has been made applies only to veterans who 
served in the active U, S. military or naval forces 
any place in the world on or after June 27, 1950, 
the start of the Korean hostilities, and before a 
date yet to be set. 


* * 


A veteran from North Carolina who studied for 
college from his bed in a Veterans Administration 
hospital has just been awarded his A.B. degree in 
journalism and, because of his high grades, was 
admitted to Phi Beta Kappa, honorary scholastic 
fraternity. 

The veteran, George A. Booze of Winston-Salem, 
has spent five of the past ten years in VA hos- 
pitals, undergoing treatment for tuberculosis. He 
won his degree, by correspondence, from the Uni- 
versity of North Carolina, while a patient in the 
VA hospital in Oteen, North Carolina. A grade 
average of 95.42 per cent entitled him to the coveted 
Phi beta Kappa key. He is now awaiting his dis- 
charge from the hospital, and a chance to reach his 
long-awaited goal of newspaperman. 


Lilly Replaces Stocks Damaged by 
California Quake 


_Eli Lilly and Company, Indianapolis pharmaceu- 
tical and biological manufacturer, has announced 
that Lilly products destroyed in California earth- 
quakes will be replaced without cost to hospitals 
and retail pharmacists. It is an odd coincidence that: 
the Lilly replacement policy was set up after an- 
other California disaster, that of 1906 in San 
Francisco. 

_ The Lilly representatives in the Tehachapi vicin- 
ity are making the replacement of damaged Lilly 
stock their first order of business. The Lilly com- 
pany also maintains a reserve of typhoid vaccine 
and other biological products in concentrated form 
for fast shipment during disasters. The company, 
aware of its public responsibilities in catastrophes, 
has its shipping personnel standing by twenty-four 
hours a day so that it can rapidly furnish products 
needed in disaster areas. 
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THE COUNCIL-ACCEPTED USES OF 


Dramamine’ 


NOW ARE: 


SYMPTOMATIC CONTROL OF 
NAUSEA AND VOMITING 
ASSOCIATED WITH pregnancy 
: therapy with certain drugs (antibiotics, etc.) 
electroshock therapy 
narcotization 


MANAGEMENT OF VERTIGO IN Meénieére’s syndrome 
radiation sickness 
hypertension 
fenestration procedures 
labyrinthitis 


MANAGEMENT OF Tablets:}| 50 mg. each 
VESTIBULAR DYSFUNCTION Liquid:} 12.5 mg. in each 4 ce, 
ASSOCIATED WITH Streptomycin therapy 


—and, of course, MOTION SICKNESS 


Dramamine? 


BRAND OF DIMENHYDRINATE 
e 


SEARLE 


RESEARCH IN THE SERVICE 
OF MEDICINE 
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ACCIDENT e HOSPITAL SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS GO TO 


$5,000 accidental death’ Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
Single Double Triple Quadruple 

60 days in Hospital ‘ ies 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home ees -. 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital a 5.00 10.00 15.00 20.00 
Operating Room in Hospital 
Anesthetic in Hospital. 
X-Ray in Hospital 
Medicines in Hospital 
Ambulance to or from Hospital 


Child to age 19 a 
Child over age 19 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 years under the same management 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ame: 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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Salient facts on the new antituberculous drug... 


NYDRAZID 


Squibb Isoniazid 


Antituberculous 
effect 


what is known 


Nydrazid has greater potency 
against the tubercle bacillus than 
any other known compound, 
both in vitro and in experimental 
animals. Clinical results are en- 
couraging. The effect on fever 
and general status is often dra- 
matic. Roentgenographic im- 
provement occurs often, but is 
generally slower than in patients 
treated with streptomycin. 


what is not known 


It is too early to predict what the 
long-term effect of Nydrazid will 
be. Presumably chronic lesions 
will not respond better than they 
do to streptomycin, except inso- 
far as Nydrazid penetrates better. 
Nydrazid and streptomycin ap- 
pear to have additive effect in vi- 
tro, but it is not known how effec- 
tive such a combination will be 
in clinical practice. 


Bacterial 
tesistance 


Tubercle bacilli with increased 
resistance to Nydrazid have been 
isolated from patients. Resistant 
organisms can also be cultured 
in vitro, but this phenomenon is 
virtually eliminated when cul- 
tures are exposed to streptomy- 
cin and Nydrazid simultaneously. 


The clinical implications of bac- 
terial resistance are not complete- 
ly known. Patients harboring re- 
sistant Organisms may continue 
to improve under treatment. The 
question of delaying the emer- 
gence of resistant bacilli by com- 
bined therapy must await further 
study. 


Toxicity 


Toxic reactions to Nydrazid are 
chiefly due to stimulation of the 
central nervous system. They are 
negligible in the therapeutic dose 
range, except in patients with 
convulsive tendencies. 


It appears probable that central 
nervous reactions to Nydrazid 
can be controlled by barbiturates. 
But with continued use of the 
drug, it is not known what sensi- 
tivity reactions may occur. 


Nydrazid is supplied in 

50 and 100 mg. scored tablets, 
bottles of 100 and 1000. E. R. Squrss & Sons 
745 Fifth Avenue 
New York 22, N. Y. 


For further information on Nydrazid 


send for the Nydrazid Abstzact Folder. Please send me a copy of the Nydrazid Abstract Folder. 


NAME. 


ADDRESS. 


SQUIBB 


*MYDRAZIO’ 19 A TRADEMARK OF E.R. & SONS 


CITY. 
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OTOSCOPE- 
OPHTHALMOSCOPE 
DIAGNOSTIC SETS 


This No. 983 set includes Welch Allyn’s finest 
—the No. 110 ophthalmoscope with instant se- Eacels 
lection of clear, pinhole and white- Physicians 
line grid and red-free filter; the No. 216 operat- . iz 
ing otoscope, with rotatable speculum holder and Half-Price Rates 
nylon specula in five sizes; with Welch Allyn large 
or medium battery handle in the No. 21 ‘’San- 
dura’ case, which may be sterilized inside and out, ° 
and is far more compact and durable than old style Ree Vee 4 years $4.00 
cases. Complete No. 983 set with large handle in 4 
No. 21-L case, $68.50; with medium handle in No. y 3 years 3.25 
21-M case, $66.50. 

year 1.50 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH sah DURHAM AMERICAN MEDICAL ASSOCIATION 
NORTH CAROLINA 535 North Dearborn - Chicago 10, Illinois 


GLENWOOD PARK SANITARIUM 


Founded by 

Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WORTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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“NEO-IOPAX® 


(Sodium Iodomethamate U.S.P.) 


A safe urographic 
contrast medium 
remarkably free 
from hazard for 
the patient. 


NEO-IOPAX urograms and PRIODAX cholecystograms 
give definitive information for diagnosing certain pathologic 
conditions of the urinary and biliary tracts, respectively—without penalty. 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


E. H. E. Taylor, M.D. 


James W. Vernon, M.D. 


J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by —, methods. Billiards, tennis and other diverting amuse- 
orth Carolina, the climate is mild and invigorating at all 


ments. Located in Piedmont 
seasons. 


The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


Have You Ever Prescribed a Residence Elevator? 


Invalids, older folks and people with heart ailments can now travel safely and 
- easily from floor to floor. | 


you think. 
Inclin-ator 


persons. 


These elevators are neat, “safe, and 
quiet—they probably cost less than 


Travels up and down 
stairs. Seats fold up 
when not in use. 
Carries one or two 


No overhead construction required. Operated 
by house current. Survey is free. 


MONARCH ELEVATOR & MACHINE CO., Inc 


GREENSBORO. N. C. 


‘Elevette 


This passenger eleva- 
tor fits in stairwell 
or other available 
Carries one to 
three persons. 


Edgewood Sanitarium 
Orangeburg, South Carolina 


A private hospital for the study, care and 
treatment of emotional, mental, personality 
and habit disorders. 


Licensed by S. C. State Board of Health 
Approved by American Medical Association 
Member of American Hospital Association 
Member of S. C. Hospital Association 
Member of National Association of 
Private Psychiatric Hospitals 


All recognized psychiatric therapies . 
are used as indicated. 


For detailed information, write or call 


ORIN R. YOST, M.D., Medical Director 
100 Beds Phone: 1620 


The 


eee FOR 
EXCEPTIONAL 
Thompson CHILDREN 
Homestead Year round private 


home and school for 
infants, children and 


School 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
MrRs. J. BASCOM THOMPSON, Principal 


FREE UNION VIRGINIA 
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Always 
WAS, IS and 
WILL BE 
Dependable 
in digitalization & Digitalis 


Davies, Rose) 


and its maintenat 


The physician 
can always 


. Pil. Digitalis (Davies, Rose) 
: 0.1 Gram (approx. 12 grains) 


Comprise the entire properties of the 


leaf of Digitalis 
Physiologically Standardized 
Each Pill is equivalent to one U. S. P. 


Digitalis Unit 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Company, Limited Boston 18, Mass. 


PHARMACEUTICAL MANUFACTURERS D23 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


Specialized 
LABORATORY SERVICES 
Thyroid Activity 
determined by 
SERUM PROTEIN-BOUND IODINE 
a reliable index to presence 
and course of 
Hypo and Hyper Thyroidism 
now available routinely. 

(12 cc clotted blood required) 
FLAME PHOTOMETRY 
A safeguard against 
ELECTROLYTE IMBALANCE 
by most reliable, rapid instrument. 
SODIUM, POTASSIUM AND 
CALCIUM TESTS 
(1.0 cc serum each test—24 hrs. service) PY) 
URINE 17 KETOSTEROIDS TESTS 
Available soon— 

Micro method 25 cc required 


Containers, instructions and rates on request for 
physicians and hospitals. 
Airmail—Special Delivery suggested. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


Consulting Research 


65 Haywood Street 
SHAW LABORATORIES ASHEVILLE, North Carolina 
1923 14th Ave., So. 


Birmingham, Alabama P. O. Box 1716 Telephones: 1004-1005 
Office Pho. 4-4733 Night Pho. 54-5960 
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AYERST, McKENNA & HARRISON Limited 
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ed by “Premarin.” 


Estrogenic Substances (water-soluble) 


New York, N. Y. * Montreal, Canada 
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Migraine In Children 


“Migraine may appear during the first years of life. 
The presence of subjective signs, such as headache 
and flimmer scotoma, is often difficult to determine 
in young children. The true nature of the symp- 
toms frequently remains obscure for years.” 
Vahlquist, B. and Hackzell, G.:; Acta 
Paediatrica 38: 622 (1949). 
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In a study of 400 adult migraine patients, it was 
revealed that 34% had suffered attacks before the 
age of 15.* These investigators concluded that 
childhood migraine was a much greater clinical 
problem than was previously believed and that 
psychodynamic mechanisms played an important 
part in the disease. 


These criteria are useful in diagnosis: 
Headache attacks with symptom-free intervals 
plus (at least two of the following) nausea, 
scintillating scotoma, hemicrania, and heredi- 
tary predisposition. 


For symptomatic relief in these cases, Cafer- 
got®, N.N.R. (ergotamine with caffeine) 


may be administered orally. For best results, — 


give adequate dosage promptly. 

For children within the age range 7 to 12 years— 
Cafergot® is administered, one tablet when the at- 
tack appears imminent followed by one additional 
tablet within 30 minutes. Not more than two 
Cafergot tablets should be administered to children 
within this age range. 


In the adolescent age group, 12 to 18 years of age, 
the dosage may gradually be increased as necessary 
up to the usual adult dose, i.e., two tablets when 
the attack appears imminent followed by one tab- 
let doses at half hour intervals until the attack is 
aborted. (Total maximum dose for adults: six tab- 
lets for each attack.) 


*Katz, J., Friedman, A.P., and Gisolfi, A.: New York 
State! J. Med. 50: 2269 (Oct.) 1950. 


Sandoz P barmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 


BOTH DOCTOR 
AND PATIENT 


@ The name Sealtest is your 
guarantee of rich, wholesome 
dairy foods—healthful refresh- 


ment at its nourishing best. 


ICE CREAM 
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The only KEELEY INSTITUTE in The Southeast 
For The Treatment of Alcoholism Exclusively 


The Keeley method of treatment recognizes that acute alcoholism first must be medically 
treated as a disease before other curative forces can be effective. Each patient is given indi- 
vidual medical attention and guidance toward rehabilitation. Psychotic patients are not ac- 
cepted. 

The Keeley method of treatment combines the latest medically proven and accepted tech- 
niques with the experience of over 50 years clinical work in treating alcoholics exclusively. 
Keeley maintains its own laboratories at Dwight, Illinois, for research in therapy and 
rehabilitation. 

The Keeley Institute is ideally located near the heart of Greensboro, N. C. The spacious 
grounds occupy an entire city block offering the quiet and seclusion of the country within 
the city. 

The patient is not confined. On the grounds are restful shade trees and gardens, and 
outdoor recreational facilities. As the patient’s condition permits, he is allowed off the grounds 
several hours each day. Control of each patient is maintained through the close supervision 
of the medical staff. 

Only consent patients are accepted. The conditioned reflex treatment and the use of un- 
necessary restraint are rejected. Rather, facilities and staff are teamed to create an atmos- 
phere that will enable each patient to understand and accept the responsibility in working 
toward his own rehabilitation. 


Professional inspection is invited, 


Male patients chiefly. New facilities for a limited number of women patients. 


THE 


INSTITUTE 


Telephone 2-4413 GREENSBORO, NORTH CAROLINA P. O. Box 29 


A. F. Fortune, M. D., Medical Director Ben F. Fortune, M. D., Associate Medical Director 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 


Alexander G. _ III, M.D. 


John D. Call, 


Obstetrics and Gynecology: 


Wm. Durwood Sug M.D 
Spotswood Robins, a 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 


Charles P. Mangum, M.D. 
Algie S. Hurt, 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, ‘MD. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 


M. M.D. 
O. Snead, 

aster B. Frischkorn, Jr., M.D. 

William C. Barr, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 


Director 
Daniel D. Chiles, M.D. 


James K. Morrow, M.D. 
Wendell T. Wingett, M.D. 


Thomas E. Painter, M.D. 
James L. Chitwood, M.D. 


Medical Consultant 
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ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


cA private psychiatric hospital em- Staff PAUL. M.D. 
essen: 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 


ment procedures—electro shock, in- Medical Director 
JOHN R. SAUNDERS, M.D, 
Associate 


sulin, psychotherapy, occupational and 
recreational therapy—for nervous and ‘THOMAS F. COATES, M.D. 
mental disorders and problems of wa 
addiction. 

P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


R. H. CRYTZER, Administrator 


MITCHELL 


THE WORLD'S FINEST 
ROOM AIR CONDITIONERS 


Cools, dehumidifies, filters, circu- 
lates, ventilates, exhausts. 
MODEL NO. M-342 % H.P. 


At your request our representative will make a survey of your 
cooling requirements at no charge. 


The Mitchell 5-Year Warranty is Your Assurance of Top Quality 


Powers & Anderson 
Norfolk, Va. Winston-Salem, N. C. 
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DID YOU KNOW? 


THAT—Dietary fats have satiety value 
which aids reducers. They pre- 
vent hunger by delaying di- 
gestion and maintaining higher 
blood-sugar levels. 


THAT—Butterfat contributes to the pal- 
atability of foods and is often 
better tolerated than other diet- 
ary fats. 


THAT—Excess body weight is caused by 
excess total energy intake rath- 
er than by intake of fat, carbo- 
hydrate, or protein, individually. 


The Dairy Council 


WINSTON-SALEM & LEXINGTON 
106 N. Cherry Street 
Winston-Salem, N. C. 


BURLINGTON—DURHAM—RALEIGH 
310 Health Center Bldg. 
Durham, N. C. 


HIGH POINT & GREENSBORO 
105 Piedmont Bldg. 
Greensboro, N. C. 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


JAS. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 
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1. Covers all types of disability. 


or kind of disease. 


To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 


Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market. 


2. Company cannot cancel or restrict your benefits, regardless of number of claims, 


3. Cost at least a third less, due to your Society’s special group rates. 


MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


PLANS AVAILABLE 


Dismemberment Accident and Annual Semi-Annual 
Accidental Deoth Benefits, Upto Sickness Benefits Premium Premium 
Plan 1 $2,500 Principal $ 5,000.00 $ 25.00 weekly $ 45.00 $23.00 
Plan 2 5,000 Principal 10,000.00 50.00 weekly 90.00 45.50 
Plan 3 5,000 Principal 15,000.00 75.00 weekly 131.00 66.00 
Plan 4 5,000 Principal 20,000.00 100.00 weekly 172.00 86.50 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


($433.00 per month) 


Abbott Laboratories ........ 
American Medical Directory . 
Baker Gaboratories, Ine, XIV 
Brawner’s Sanitarium ........................... XXX 
Broadoaks Sanatorium ...................... @ 
Carolina Surgical Supply Company 
J. L. Crumpton .......... XXI 
Dairy Council of North Carolina... XXX 
Davies, Rose & Company .................... . XXIII 
Edgewood Sanitarium Foundation XXII 
General Electric Co., X-Ray Dept. ................ XII 
Glenwood Park Sanitarium XxX 
Hospital Saving Assn, of N. C. ei! 
Keeley Institute _XXVII 
Lederle Laboratories _....... “2nd Cover 
Eli Lilly and Company.................. Insert-Front Cover 
Mead Johnson & Company...................0......... 4th Cover 
Monarch Elevator & Machine Co. ...0000000000000000.... XXII 
Parke, Davis & Company............ XXXII & 3rd Cover 
Chas. Pfizer & Company.....................-..0-+- V, VI & VII 


INDEX TO ADVERTISERS 


Physicians Casualty Association 


Physicians Health Association ..................... XVIII 
Powers and Anderson ..................... 
Saint Albans Sanatorium ................... .._ XXVIII 
Sandoz Pharmaceuticals ................. 
Schering Corporation 0... XI & XXI 
G. D. Searle & Company.............. 
Southern Dairies XXVI 
Southern Medical Association _... ited 588 
Stuart Circle Hospital XXVIII 
Thompson Homestead School ......... 
XXX 
Westbrook Sanatorium XXIX 
White Cross Hospital .. 
Winchester Surgical Supply Company 

Winchester-Ritch Surgical Company .................0-.. I 
The World Medical Association 
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toward 
fuller life for 
epileptics 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is supplied in Kapseals® of 0.03 Gm. (% gr.) and 
0.1 Gm. (1% gr.) in bottles of 100 and 1000. 
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One university has recently graduated sixteen epileptics 

from its regular courses.’ Two have received their Doctor 

of Philosophy degrees, and three have received their 
Master of Arts degrees. One is now an assistant professor, 


another has his own business, and all are gainfully employed. 


DILANTIN, termed by many authorities a “drug of choice’ 
in grand mal and psychomotor seizures, is one of the 

agents chiefly responsible for such admirable results. 
Maximum success with DILANTIN is obtained with 


carefully individualized dosage schedules. 


_ 


. Michael, N.: Ohio State M. J. 48:42, 1952. 
. Carter, S., in Conn, H. F.: Current Therapy 1952, Philadelphia, 
W. B. Saunders Company, p. 610. 
8%. Lennox, W. G., in Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, 
ed. 8, Philadelphia, W. B. Saunders Company, 1951, p. 1379. 
. Lennox, W. G., in Piersol, G. M., and Bortz, E. L.: The Cyclopedia of 
Medicine, Philadelphia, F. A. Davis Company, 1951, Vol. V, p. 215. 
Christian, H. A.. The Principles and Practice of Medicine, ed. 16, 
New York, D. Appleton-Century Company, 1947, p. 1370. 
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CARBOHYDRATE 
CALORIES 


50% 


14% az 


EVAPORATED 
WHOLE MILK and DEXTR-MALTOSE 
FORMULA FOR INFANTS 
“a fom mitk and Dextr Mast” 
added vitaniun 0 Homogenzed- 
evaporated, cannes and 


Jounson & 
IND. 


RITIONALLY SOUND... 


5 CONVENIENT 


The generous milk protein content 
of Lactum provides for sturdy growth 
and sound tissue structure. 
Dextri-Maltose® supplements 

the lactose of the milk 

so that energy needs may be met, 
fat properly metabolized, 

and protein spared 

for its essential functions, 

For more than 40 years, 

milk and Dextri-Maltose formulas 
with the approximate proportions 
of Lactum have been used 

with consistent clinical success. 
Infants fed Lactum* 

show good tolerance of feedings, 
low incidence of digestive 
disturbances and infections, 
satisfactory growth response 

and a generally excellent picture 
of health and development. 


*Frost, L. H., and Jackson, R. L.: 
J. Pediat., 39:585-592 (Nov.) 1951 


Mothers appreciate the ease 

of Lactum’s simple 1:1 dilution. 

It assures accurate measurement. 
Lactum is ideal also for 
supplementary and complementary 
feedings, and whenever single 
feedings are indicated. 


Simply add to 1 part for a formula 
part Lactum... water... supplying 
20 calories 


per fluid ounce. 
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